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SYMPOSIUM 





At the annual meeting of the Editorial 
Board of the Journal of Clinical Psychol- 
ogy last September, the members present 
reported a growing concern among psy- 
chologists over some of the trends implied 
in the theory and practice of nondirective 
therapy. This concern related principally 
to the responsibilities of the counselor to 
the client, interprofessional _ relations, 
training responsibilities, qualifications of 
nondirective counselors, and several the- 
oretical issues. It was felt that further 
clarification of some of these problems 
was needed and that this Journal might 
make a contribution to the psychological 
profession by devoting a special issue to 
an evaluation of nondirective counseling. 
In the interest of impartiality, Dr. Fred- 
erick C. Thorne generously offered to 
turn over this issue of the Journal to a 
guest editor. His considerable technical 
assistance in the publication of the sym- 
posium is gratefully acknowledged by the 
writer. 

As was announced in the January issue 
of this Journal, contributions from both 
the proponents and critics of nondirective 
therapy were invited. The reader will 
find all papers in this issue are written by 
the critics. Severai leading proponents 


indicated an interest t. participate but 
none were able to meet the necessary pub- 
lication deadline. Dr. Thorne has given 
assurances, however, that this Journal 
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will be open to any responsible proponents 
of nondirective therapy who may wish to 
discuss the issues raised by the present 
contributors. 

The following are representative ques- 
tions received in response to the invita- 
tion extended to psychologists in the Janu- 
ary issue to send in questions which should 
be raised in a symposium such as this: 


1. How can any sort of scientific evalua- 
tion be made of any method of ther- 
apy unless diagnostic studies are 
made to determine the type of dis- 
ease process, its severity, duration, 
and prognosis ? 

2. What is the responsibility of the non- 
directive therapist operating in a 
team relationship with psychiatrists 
and social workers ? 

3. What are the indications and contra- 
indications for using nondirective 
therapy with various types of clients ? 

4. What is the role of the transference 
mechanism in nondirective therapy ? 

5. How does the nondirective counselor 
know that the client is not following 
a path of fantasy or prevarication 
which may disguise a truly critical 
environmental situation ? 

6. If a client’s social setting will not 
permit him to tackle his problem 
nondirectively, cannot this type of 
therapy be frustrating? 
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7. Are there any research data showing 
that nondirective therapy is as effec- 
tive with the other populations as it 
is with college students ? 

8. In studying solely the role of the 
therapist, have not the nondirective 
therapists ignored such important 
factors as the social or institutional 
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setting of the counseling relation- 
ship? 

9. Do not nondirective therapists place 
too great a responsibility on some 
clients (non-psychotic ) ? 

10. Are. client participation in therapy 
and display of feelings valid criteria 
for determining the effects of ther- 


apy? 





SOME CONSIDERATIONS RELATIVE TO NONDIRECTIVE 
COUNSELING AS THERAPY 
STARKE R. HATHAWAY 
University of Minnesota 


INTRODUCTION 


It is often assumed that all counseling 
and psychotherapy are very closely re- 
lated. Rogers ties the two together in 
the title of his book and apparently ac- 
cepts nondirective counseling and psy- 
chotherapy as relatively indistinguish- 
able. It may not be profitable to exhaust 
the question definitively but it should be 
recognized that psychotherapy will need 
some differential definition if it is to be 
dignified by college classes and training 
programs purporting to teach methods of 
practicing it. 

It might be desirable to reserve the 
term psychotherapeutic methods for spe- 
cial psychological operations that are at 
first assumed and later experimentally 
shown to relate to the improvement of a 
client’s psychological adjustments in the 
more clearly emotional fields of behavior. 
If some practical limits are not defined, 
lay conversations or most other profes- 
sional psychological interaction such as 
vocational counseling can be indiscrimi- 
nately classified as psychotherapy. Vo- 
cational guidance and similar procedures 
have therapeutic effects but it does not 
seem helpful to identify them all as psy- 
chotherapy simply because of this. To 
further illustrate the point, if it can be 
shown that a certain class of clinical 
clients shows improvement of significant 
emotional symptoms after the process of 
vocational counseling and placement, we 


might accept the process as a unit under 
the term psychotherapy without including 
as psychotherapy the details of personal 
interaction during the occupational coun- 
seling interviews. To prescribe or other- 
wise achieve such occupational adjust- 
ments would be a step in psychotherapy 
but the process and counselor involved 
would not be designated psychotherapy 
and psychotherapist respectively. 

Two related further requirements 
might be set up for the use of the term. 
First, the method or program should be 
describable and reproduceable, and sec- 
ond, it should have a dynamically related 
therapeutic effect. It is not necessary that 
the therapeutic effect be greater than could 
be obtained by another method but it is 
necessary to show ultimately at least that 
the effect is uniquely and meaningfully re- 
lated to the peculiar qualities of the tech- 
nique or method. With reference to non- 
directive counseling, a description of the 
methods of nondirective counseling even 
together with valid evidence that clients 
improve psychologically during such 
counseling does not require us to go be- 


\yond the assumption that the specific non- 


directive element is not particularly harm- 
ful to psychological health unless a dy- 
namic therapeutic relationship is also es- 
tablished to exist between the nondirec- 
tive method and the improvement. Other- 
wise, the observed improvement can be 
presumed among other possibilities to be 
related to the mere fact that some kind of 
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interpersonal relationship was set up. 
Such analysis may appear to relate to 
trivial matters unless one realizes that 
nondirective methods are likely to be ac- 
cepted into our teaching on the basis of 
implied unique therapeutic effects rather 
than on the more restricted and defensible 
basis of their general appeal as a pattern 
for interaction with a client. 

Published material relative to nondirec- 
tive counseling divides roughly into two 
categories. Most of it establishes the 
rules and special techniques. Rogers has 
done this very well and others have dem- 
onstrated the pattern by statistical analy- 
ses of what actually goes on in a series of 
interviews. The second category of con- 
tributions includes the attempt to demon- 
strate therapeutic correlates with applica- 
tions of the technique; these latter con- 
tributions can be subdivided into those in- 
dicating merely that clients do get better 
during the counseling and those attempt- 
ing to relate the special character of the 
counseling to therapeutic changes. 


EVALUATION OF THERAPY 


Before evaluation of the available 
data on the psychotherapeutic effective- 
ness of nondirective methods, it is appro- 
priate to consider briefly some general 
psychological factors relative to the na- 
ture of criteria for psychotherapeutic 
effects. Presumably such criteria should 
be validly related to the practical, every- 
day adjustment of the client. Criteria of 
this adjustment could ideally be from two 
sources, (a) the reports of impartial ob- 
servers of the client as he functions in 
his usual activities without knowledge 
that he is observed, and (b) the client’s 
running self-evaluation as reported to 
neutral observers during usual activities. 
The former reports would be in such 
terms as “appears nervous,” “works in- 
efficiently” and the like. The latter re- 
ports would be of the nature, “I’m feel- 
ing uncomfortable,” “I am unhappy,” “I 
feel self-conscious,” and similar remarks. 
These two aspects, the observer and client 
views of the client in his daily life, are 
both essential in any evaluation of the 
status and movement of psychological 
problems. To complete the evidence for 
therapeutic effects, the data observable 
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after the presumed therapy should be 
compared to and indicate improvement 
over similar data obtained before the 
therapy. It would be ideal for the pre- 
liminary data to be obtained in the period 
just before the subject finally decides to 
submit to therapy, since such a decision 
may result in a dropping of his guard. 
Writing with general reference to some 
of these points Strang“ says, ““Evalua- 
tion demands evidence of changes in the 
client, not just changes in the interview. 
The criteria of progress observed in the 
interview must also correlate with evi- 
dence in the life of the client.” Strang 
lists five criteria_for evaluation of treat- 
ment. Three of these emphasize obser- 
vations of the client’s behavior independ- 
ently.of any likely influence of the coun- 
seling situation. The two other criteria 
might be subject to temporary distortion 
and would have to be used with caution; 
these are “Cessation or reduction of symp- 
toms” and “Patients’ own feelings, ex- 
pressed during and after treatment, that 
they had been helped: by the therapy.” 
In regard to the former, some symptoms 
would be rather reliable evidences of im- 
provement. Examples of these would be 
abstinence from alcohol (which is really 
a follow-up criterion), disappearance of 
hallucinatory behavior, or convincing re- 
lief from a disabling depression. On the 
other hand, certain very verbal neurotic 
persons who are not observably much 
handicapped in their daily life often ex- 
press great but temporary relief from de- 
pression under trivial therapeutic influ- 
ence. Regarding the second of the above 
criteria, one should regard follow-up let- 
ters and interviews with great skepticism. 


The effect of the simple conventional, 






pressure to present an improved condi- ‘ 


tion or a grateful summary is probably a 
powerful distorting agent when the client 
knows or assumes that the clinic or thera- 
pist expects good results. We are early 
inculcated with the attitude that a few 
encouraging words cost nothing; here 
again the issue is referred to the report as 
given to an entirely permissive and neu- 
tral observer. (It is assumed that no 
psychologist would be so naive as to as- 
sume he could control these effects by 
verbal exhortations. ) 
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Another point indicating the difficulties 
in the way of experimentally establishing 
therapeutic outcomes is that there may be 
little relationship between subjective judg- 
ments regarding a client’s improvement 
and objective inventory data quite apart 
from the bias effects discussed above. 
Muench‘) finds some agreement but 
Darley“, using extensive data on college 
adjustment problems, finds no agreement. 
It is obvious that clearly valid data re- 
garding effects of psychotherapy are not 
practical to collect in their ideal form. 
As is common in psychological measure- 
ment, we must make some compromises. 
Most of the published data on effects of 
nondirective counseling are drawn from 
the analysis of content of a series of suc- 
cessive interviews or from pre- and post- 
therapeutic tests or projective situations. 
Relative to these criteria, the following 
considerations sccm pertinent. 


FACTORS IN ‘} HERAPY 


It is unlikely that anyone will seriously 
maintain that all that goes on in a series 
of nondirective interviews is unique. 
Rapport is one feature common to nearly 
all types of counseling. It is likely that 
rapport as an interpersonal relationship 
between the client and a_ well-meaning 
counselor is, in itself, a powerful thera- 
peutic factor. As an example of the is- 
sue, we may ask if it can be established 
for nondirective or any other speeial 
process of counseling that observed im- 
provement in the client appreciably ex- 
ceeds what could be attributed to rapport 
alone. Very probably the mere appear- 
ance of a client as a candidate for treat- 
ment is a favorable prognostic sign. Of 
a group of clients, those who by any cri- 
terion are willing to accept therapy may 
by that selective process have more favor- 
able chances for recovery. 

An interview is a two or more person 
situation even in a nondirective setting. 
It cannot be established by any process 
less rigorous than experiment on the 
point, that a very important amount of 
the interview content is not determined by 
the social situation. This means that 
what goes on is a function of the cultural 
patterns of behavior as clearly as it is of 
the special temporary relationship and 
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emotional problems. If there is good rap- 
port the client will usually act according 
to the conventions of interpersonal rela- 
tionships. One set of these, as appearing 
in a series of interviews, could be referred 
to as the “hello-goodbye” pattern. When 
a client starts off with a counselor he 
meets the general cultural requirements 
for getting acquainted. It is to be ex- 
pected that in any meeting with another 
person, we shall progress from _ initial 
greetings to breaking off, from hello be- 
havior to goodbye behavior. It can be 
asked what this might mean within an 
interview series. Since there has been 
no definitive investigation on which to 
base statements, one must surmise. Prob- 
ably the effect of the goodbye pattern 
would be the more disturbing to evalua- 
tion data. A client may not, if he is sen- 
sitive to conventions, break off a series of 
personal contacts without preparing the 
way. Conventionally this goodbye in- 
cludes changes in intonation of voice, ten- 
tative parting movements and statements 
that tend to summarize. Topics of con- 
versation are implied to have been ade- 
quately treated and no new ones are 
brought up. Even a business conference 
that is not to be resumed in the near fu- 
ture ends with statements such as “. . . 
so I guess we have talked over all the 
problems,” or “. . . I think we have clari- 
fied the issues and the conference has 
been really worthwhile.” Nor is this be- 
havior likely to be restricted to merely the 
last few minutes. Over a conference of 
several days, it is probable that the good- 
bye reactions start as early as the begin- 
ning of the last fifth or sixth of the total 
time. Furthermore, there will not be a 
necessary correlation between the content 
of such remarks and the “true” state of 
affairs. We make these remarks what- 
ever we may think to ourselves and often 
at variance with our later summaries as 
given to other people. 

For an example that may be behavior 
of the goodbye type, we may take the 
last client remark quoted by Combs“). 
The client says, “I can’t tell you how 
pleased I am at the change that’s come 
about. Well, good luck on your future 
work.” The remark clearly hints at a 
feeling of indebtedness and good will 
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toward the counselor. Such feelings are 
not necessarily related to enduring thera- 
peutic outcomes but are likely to reflect a 
social interaction of the goodbye type, or 
they could express guilt over taking a 
busy counselor’s time, or early and un- 
resolved positive transference. Many 
clients would find it impossible to close 
the series without admitting resolution of 
a suitable number of emotional problems 
or the development of a substitute ra- 
tional structure such as aggressive be- 
havior toward the therapist for example. 
Nearly every clinical worker has had 
clients who previously worked with other 
counselors and had broken off because 
they felt the former counselor was getting 
nowhere. Rarely do these clients tell the 
original counselor that nothing was ac- 
complished. More often than not, if the 
first counselor is asked regarding the case, 
he will be found to have no idea of his 
former client’s negative reactions; the 
client avoided the losing of face implied 
in lack of appreciation for the counselor's 
efforts or even in lack of the lability nec- 
essary for him to benefit. With the sec- 
ond counselor the necessity for apprecia- 
tion is removed since, during the first in- 
terviews with the new counselor, he is not 
under pressure to get better and can in- 
directly compliment the new counselor by 
the implication that this series of inter- 
views will be different. 

Interview interpersonal relations are 
not by any means limited to the above 
simpler necessities of conventional be- 
havior, There are also the intricate inter- 
personal relations specific to the client 
and counselor. The form of these is 
mainly determined by convention but the 
content is peculiarly interpersonal. From 
the standpoint of the client, some of this 
interpersonal behavior can be character- 
ized as face saving. If a client accepts 
the interviews as directed toward the con- 
sideration or resolution of some of his 
personal difficulties it is necessary that he 
should present problems in early con- 
tacts; to fail in this would be to appear 
in the unacceptable role of wasting time 
or being ashamed to talk or the like. To 
save face in such a situation it is not nec- 
essary to present basic or really troubling 
problems, rather it is in some cases prob- 


able that safe issues would be presented 
at least until the “hello” period is con- 
cluded. Individuals doubtless vary great- 
ly. Some feel an initial compulsion to 
be very obtuse—to appear to have com- 
plex problems and personality, others 
would be satisfied with a more clearly 
structured and simple set of complexes. 
In view of these considerations, analyses 
of interview content would seem at least 
as likely to yield data on general social 
relationships as on specific effects of psy- 
chotherapy. 


OsjJECTIVE MEASURES OF PROGRESS 


It might be argued that evaluations of 
therapy or maladjustment could be safely 
based upon measurement data to avoid 
disturbance from the “hello-goodbye” or 
“face saving” behavior. While it may be 
safe to assume that tests or projective de- 
vices are freer than interview content, the 
difference is often only relative. If a 
client answers a personality inventory in 
a setting that puts pressure on him, the 
psychological factors in the setting surely 
can affect the scores. This is probably 
true also of projective devices where it 
has too often been simply assumed that 
there can be no such transient distortions. 
If a client is given an inventory or pro- 
jective test in such a way that he will as- 
sociate the event with his being an accept- 
able subject for therapy, it is probable 
that he will be motivated to distort his 
responses. At least he may according to 
his concept of a desirable outcome be 
overly and unusually candid or reserved. 
Similarly, as he takes a final test after 
therapy, we may postulate a tendency to 
appear in a different light regardless of 
the more objective facts of his adjust- 
ment. Naturally certain test items would 
be too strong to be affected by such atti- 
tudes but many would shift readily. Such 
effects could be controlled only by the 
use of test data obtained under convinc- 
ingly neutral motivational influences. 

Some data are indirectly available on 
this point derived from MMPI research 
on K). This K factor is related to de- 
fensiveness at one extreme and dependent 
readiness for self analysis on the other. 
A group of patients used in an unpub- 
lished study were found to show an in- 
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crease in K score as they were retested at 
point of discharge from the psychopathic 
hospital. More certain evidence is pro- 
vided by Capwell’s cases). In analysis 
of her retests on delinquent girls (un- 
published data), the average K score was 
reliably higher after several months spent 
in the reformatory. Since the K factor 
is rather certainly not a direct measure of 
neurosis or tendencies to delinquency, all 
these preliminary data point to the prob- 
able existence of shifting attitudes in pa- 
tients and other groups that are more 
likely relative to general social interaction 
rather than to specific therapies or other 
specific procedures. 

Further experimental findings indicat- 
ing caution in the interpretation of test- 
retest scores are provided by Darley’s 
data‘). Using Minnesota General Col- 
lege students as subjects, Darley admin- 
istered several tests separated by a time 
interval of a little less than a year. Among 
the data are results from the Rundquist- 
Sletto inventory. On the Inferiority 
scale of this inventory the means shifted 
toward better adjustment by a distance 
equal to 37 to 45 percent of the standard 


deviation over the period between tests. - 


(The critical ratios were 7.02 for men; 
6.83 for women.) All of the other test 
data indicated change in the direction of 
better adjustment. Of 56 men who, at 
first testing, obtained Bell Adjustment 
Inventory Emotional scale scores of Un- 
satisfactory or Very Unsatisfactory 37 
percent had moved from that category by 
the second test; among women this per- 
cent was up to 58. From these and other 
data Darley concludes‘ »- 55), “On the 
whole, regression takes place more rapidly 
from an original unsatisfactory position 
than from an originally satisfactory posi- 
tion.” The data are favorable to the as- 
sumption that of any given group of this 
type of maladjusted individuals a sub- 
stantial number will get better (by test 
at any rate) apparently as a simple result 
of having lived longer. It is important 


to note that one cannot even readily iden- 
tify the hello-goodbye or face-saving mo- 
tives as operating on these students since 
the tests seem to have been given inde- 
pendently of any associated program plac- 
ing a psychological premium on showing 
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‘up to be better at second testing. No 
wonder therapists who see such persons 
feel themselves to be pretty effective! 
Darley’s findings are reminiscent of data 
of a quite different sort. Diehl“ found, 
also among college student cases, that 36 
percent of a control group receiving inert 
medication during a study of the effec- 
tiveness of remedies for colds reported 
distinctly effective help. It might be ar- 
gued that projective devices would not 
have changed as did the more objective 
tests. No data are available on the point, 
but there are no convincing a priori 
grounds for assuming that there would 
be a different result. 

As a final line of thought, almost any 
form of attention given to a patient’s 
problems, whether skilled and upon good 
theoretical basis or unskilled and poorly 
conceived, is likely to result with improve- 
ment. Simple suggestion and faith may 
be better therapeutic methods than we like 
to admit. We are not going to know 
much about the effectiveness of any spe- 
cial therapeutic method until we can make 
allowance for the more effective among 
non-special factors in the procedure. 

Berdie®) indicates a solution to the 
evaluation problem to apply to the interim 
period between presentation of a thera- 
peutic theory and its validation. He sug- 
gests, “Until experimental evidence is 
presented, the person to judge the relative 
effectiveness of any psychotherapy is the 
counselor with a wide clinical experience, 
including many psychotherapeutic meth- 
ods’’‘v- 150, italics added) Jf evaluation of a 
therapy cannot be experimentally set up, 
then it may rest upon the judgment of 
therapists who extensively practice other 
methods and may be presumed to have a 
balanced background for comparison. 

Muench®) offers an example of evalua- 
tion to which nearly all of the above criti- 
cisms can be applied. As criteria he used 
repeated tests and the content of inter- 
views evaluated subjectively. The data in 
the interviews were favorable to the pos- 
sibility that improvement occurred in sev- 
eral of the cases. Apparently no attempt 
was made to check with outside inform- 
ants as to the client’s progress and there 
are only a few places where objective in- 
cidental observations were made by the 


apie 
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counselor. Mostly these were at the level 
of the reported remark of a girl °© 
who mentioned that her fingernails were 
longer at the termination of therapy. 
Even this observation was made by the 
client rather than the therapist. 

Three test situations were used to 
evaluate outcomes. Details of these data 
seem unworthy of analysis here since the 
changes were not marked, the tests have 
never been validated against improvement 
and chiefly since the objections to this 
method as they are detailed above would 
seem to apply. The author at times al- 
most reverses the problem toward valida- 
tion of the tests by reference to assumed 
therapy as a criterion rather than dem- 
onstration of therapeutic effects by use of 
the tests. Even if the data provided valid 
evidence for improvement in the clients, 
it would still need demonstration that the 
nondirective elements in the interviews 
were a positive factor. 

Combs“? reports one case to provide 
an example of a therapeutic outcome. The 
client showed an improvement in college 
grade standing after therapy as con- 
trasted to her earlier record. Williamson 
and Darley“ used this device to show 
the effects of a counseling program. It 
has disadvantages but is distinctly among 
the better methods. However, Combs 
also gives Bernreuter data obtained on his 
case before and after counseling. The 
test was suggested by the counselor and 
the idea was “enthusiastically” accepted 
by the client. This is clear evidence of 
extraneous motivation that could influ- 
ence the data. 

There are other papers in the literature 
that give data purporting to establish non- 
directive counseling as therapy. The two 
referred to above are not cited either as 
worst or as unique examples. This field 
of evaluation of therapeutic effects is a 
very difficult one and there are no satis- 
factory data on any of our psychothera- 
peutic methods. There is no need to 
single out nondirective counseling as a 


special target except as its proponents 
may come often unwittingly to appear 
presumptuous and merit special attention. 
The above papers and many others on 
nondirective counseling afford useful 
data showing that what goes on in client- 
counselor. exchanges may be analyzed. 
The field of counseling shows healthy 
effects of having been stimulated and 
pushed ahead in research by the advocates 
of nondirective counseling. The move- 
ment is of incontestable positive value and 
the remarks of this paper have been di- 
rected solely at certain aspects of the 
various contributions as they appear to 
relate to presumed psychotherapeutic 
effects. 
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DIAGNOSIS AND NON-DIRECTIVE THERAPY 


WILLIAM A. HUNT 
Northwestern University 


Until the advent of non-directive psy- 
chotherapy as a school or system under 
the leadership of C. R. Rogers, diagnosis 
was firmly established as a_ necessary 
function of the clinical psychologist. 
Rogers, however, has sharply attacked the 
value of diagnosis in psychotherapy. 
From a grudging admission in 1942) 
that diagnosis might be helpful in han- 
dling some cases, he had advanced by 
1946) to the extreme position that 
“Diagnostic knowledge and skill are not 
necessary for good therapy.” The pres- 
ent article examines some of the implica- 
tions of this statement and raises certain 
questions concerning professional pro- 
cedures. The intent of asking these ques- 
tions is to clarify certain ill-defined areas 
of non-directive practice. 

The article is frankly controversial. 
Recently, many non-directive psycholo- 
gists, including Rogers himself, have been 
increasingly loath to indulge in argument 
and discussion. This refusal to partici- 
pate in controversy, however, has not 
been carried to the point where they have 
refrained from making controversial 
claims and statements, although the de- 
fense of such statements is apparently 
regarded as unseemly. There is an echo 
here of the well-known left-wing tech- 
nique of inciting to riot and then disap- 
pearing when the brawl begins, a pro- 
cedure that is particularly frustrating to 
those earnest individuals who may be in- 
volved in the ensuing argument, only to 
find that their opponent has disappeared 
from the scene. 

Healthy controversy cannot help but 
result in clarification and understanding, 
and it is just such clarification that non- 
directive therapy needs at present. Now 
that the first enthusiasm of discovery and 
exploration is over, the time has come for 
a triendly but thorough critical examina- 
tion. Few clinical psychologists would 
deny the efficacy of the client-centered ap- 
proach as one therapeutic technique, nor 


the tremendous impetus the non-directive - 


“school” has given to research and the- 


oretical evaluation in the therapeutic 
field. Many, however, feel the need for 
a more careful examination of some as- 
pects of it, and particularly of some of 
the more enthusiastic, all - embracing 
claims of some of its adherents. It is 
true that in time research will answer 
many of the questions now arising; but 
research is a slow, time-consuming proc- 
ess, and while we patiently await its re- 
sults, it would seem logical to substitute 
the use of reason for the current atti- 
tude of faith. 

The non-directive psychologist’s atti- 
tude toward diagnosis is one that needs 
further clarification in. order that we may 
see clearly its implications and conse- 
quences. As Thorne has pointed out), 
diagnosis is a necessary part of clinical 
procedure. It is a process of scientific 
observation and classification whereby 
the clinician, through the recognition of 
observed similarities, is enabled to identi- 
fy the behavioral picture under observa- 
tion as oné of a common class or type. 
As a result of this identification, he is 
able to make predictions with varying de- 
grees of probability that go well beyond 
the observable material immediately at 
hand. He will know what other elements 
of behavior may be expected to enter the 
picture, what course the behavior will 
run, and the probability that it may be 
influenced, and to what degree, by vari- 
ous factors that he may introduce. The 
current systems of classification may be 
imperfect (as the proximate nature of 
knowledge and the ever expanding hori- 
zons of science demand), but they rep- 
resent the best means of prediction at 
hand and their use, contemporary with 
their correction and development, is the 
only alternative to scientific chaos. To 
call the process “pigeon-holing” is amus- 
ing, but we should remember that the de- 
mise of the pigeonhole desk was attended 
by the development of the refinements of 
the filing cabinet, and that it is this same 
process of classificatory “pigeonholing” 
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that underlies most of our adaptive be- 
havior. 

For the clinical psychologist, diagnosis 
makes possible the prediction and antici- 
pation of changes in the clinical picture 
and the selection of that means of treat- 
ment best suited to its control. Most im- 
portant of all, it enables him to recog- 
nize conditions which he is not equipped 
to treat, and to call, by the process of 
referral, upon necessary medical assist- 
ance. We think too often of diagnosis 
as a clinical function carried on through 
diagnostic testing in an institutional set- 
ting where the patient is referred to the 
psychologist by a psychiatrist or neurolo- 
gist. Such testing is an important part 
of the clinical psychologist’s duties, but 
it is only one of the ways in which diag- 
nosis may enter the practice of his pro- 
fession. I am thinking here of the im- 
portance of some diagnostic skill for the 
clinical psychologist who is not function- 
ing primarily within a medical setting, 
the clinical psychologist who so often 
represents the patient’s first contact with 
any mental hygiene facility. On the wis- 
dom of his behavior, on the skill with 
which he either handles the patient or 
selects the proper channel for further 
professional referral, may depend the 
prognosis of that particular case. I am 
constantly impressed with the clinical 
psychologist, not only as_ professional 
practitioner within the limits of his own 
abilities, but as referral agent, as a sort- 
ing machine through which funnel many 
of the mental ills of the community. His 
particular duties as school psychologist, 
vocational adviser, private consultant, 
college teacher, etc., all conspire with the 
present lack of psychiatric facilities, plus 
the public unwillingness to risk the stigma 
of consulting a psychiatrist, to bring this 
about. Advisable or not, the clinical 
psychologist today is used by his com- 
munity as a “screening” facility, as a first- 
line dressing station through which con- 
tact with treatment is first established by 
many of the maladjusted and the men- 
tally ill. This community function de- 
mands a genuine diagnostic ability if the 
clinical psychologist is to fulfill it satis- 
factorily. 

The conclusion that the clinical psy- 









chologist must also be an adequate diag- 
nostician would seem to be inescapable. 
There are two alternatives, however. 
One is that the clinical psychologist auto- 
matically refer every client for psychia- 
tric and neurological consultation. This 
not only would be physically impossible 
(imagine the clinical psychologist in a 
vocational guidance set-up doing this), 
but would be a gross evasion of the pro- 
fessional responsibility that the psycholo- 
gist should be willing and able to assume. 
The other alternative is to conclude that 
the psychologist is competent to handle 
every psychiatric or neurological condi- 
tion that may present itself and that any 
selection of cases for referral elsewhere 
is unnecessary. It is this last alternative _ 
that some non-directive clinicians seem 
willing to choose by assuming that the 
client-centered technique is a universally 
efficacious method of treatment for all 
types of case. 

This whole question of how widely 
non-directive therapy may be applied 
needs further investigation. Snyder, one 
of the more eclectic advocates of client- 
centered therapy, has recently stated ’? 
that the method has not yet been demon- 
strated to be “especially successful” with 
psychotics, severe psychopaths, and overly 
dependent individuals. Rogers originally 
seems to have had some doubts as to its 
suitability in all types of case®). His 
more recent statements would indicate 
that he now feels that it is universally ap- 
plicable“. I do not see what other in- 
ference can be drawn from his statement 
that diagnosis is not essential for good 
therapy. 

No doubt even the most enthusiastic 
adherents of. the non-directive approach 
would admit that client-centered therapy 
is not suited for the treatment of organic 
conditions. What they may overlook, 
however, is the number of times that such 
organic conditions furnish the basic 
etiology of, or serve as complicating fac- 
tors in, emotional maladjustments that 
superficially appear to be wholely func- 
tional in nature. There is some evidence 
that encephalopathy may underlie or 
exacerbate many instances of enuresis, 
nightmares, emotional instability, temper 
tantrums, etc., which are customarily 
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treated as problems of emotional adjust- 
ment. Psychotherapy may help such 
cases, but it is doubtful that the treat- 
ment can be called either complete or 
fair to the patient unless some attention 
be called to organic pathology when it is 
present. Its recognition, however, de- 
mands diagnosis and referral to a suitable 
medical agency, and thus entails “authori- 
tative” interference in the nature of clini- 
cal advice to the patient. 

The most striking case of this sort 
which I have encountered was that of an 
emotionally unstable adolescent brought 
in because of a severe disturbance of nor- 
mal family relationships. This had de- 
veloped over the period of a year, and 
was accompanied by a recurring hallu- 
cinoid experience of a visual and kin- 
aesthetic nature that appeared to be hys- 
terical rather than schizophrenic in na- 
ture. Because of the obvious psycho- 
sexual symptomatology (the picture was 
classically Freudian), the patient was re- 
ferred for psychoanalysis. Treatment 
over a six-month period resulted in great 
improvement with the analysis progress- 
ing rapidly and easily. Progress beyond 
a certain point, however, was impossible 
despite the apparent insight .and under- 
standing of the patient and the success of 
the analysis. At this time, the recurrent 
hallucinoid experience still persevered al- 
though it was less frequent and less in- 
tense with a diminution of the visual and 
an increase in the kinaesthetic compo- 
nents. Neurological consultation was 
sought, including an _ electroencephalo- 
gram, and the examination revealed evi- 
dence of a localized post-traumatic con- 
vulsive tendency substantiated by the case 
history. Pharmacological treatment was 
employed for one year with the resulting 
disappearance of the “‘hallucinoid’’ ex- 
perience and complete remission of the 
emotional symptoms. There has been no 
recurrence. 

In view of the open question as to the 
efficacy of non-directive therapy with 
psychotics, it is particularly important 
that the clinical psychologist be able to 
recognize (diagnose) such conditions. 
Even if one is willing to accept client- 
centered therapy as an adequate form of 
treatment for the psychoses, further 
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questions of social responsibility arise. 
This can be illustrated by two cases who 
recently sought help because of “trouble 
in adjusting.” Both cases a year pre- 
viously had undergone non-directive 
treatment which had been terminated 
voluntarily because of the patient’s satis- 
faction with his improvement under ther- 
apy. 

The first case was an early hebephrenic 
schizophrenia. The case history made it 
unclear as to whether the difficulty was 
arrested and chronic at a mild stage, or 
whether the present trouble represented a 
recurrence of the disorder with further 
deterioration to be expected. One thing 
seems fairly sure in evaluating modern 
therapy in the psychoses—whatever treat- 
ment is utilized, the earlier it is begun the 
better its chances of success. A diag- 
nosis of schizophrenia at the time of the 
original clinical contact might have opened 
the way to a wider range of available 
therapies. Had non-directive treatment 
been selected as best fitted for the case, 
the question can still be raised as to the 
desirability: of giving at least the patient's 
family, if not the patient himself, some 
idea of the implications of his difficulty, 
and of pointing out the necessity of select- 
ing some pattern of living sufficiently 
lacking in stress so that there would be 
some hope of adjustment. As it was, the 
family, already in somewhat straightened 
circumstances, was allowed to make fur- 
ther financial sacrifices to continue the 
patient’s education at a higher level, and 
he was permitted to involve himself in 
an important research project. Psychia- 
tric care with a suspension of his strenu- 
ous intellectual activities was necessary. 
There is strong reason to feel in this case 
that a client-directed therapy resulted in 
useless financial sacrifice for the family, 
unnecessary risk for the patiént, and an 
unjustified imposition on his employer. 
The admitted fallibility of all therapies 
makes it necessary for the practicing 
clinician’ not only to bend his efforts 
toward a successful cure, but to take some 
precautionary steps against the possible 
consequences of failure. 

The other case presented many severe 
compulsive features with a strong sug- 
gestion of paranoid schizophrenia accom- 
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panied by homicidal tendencies. It was 
felt that any attempt at treatment without 
custodial control and supervision would 
be dangerous. Psychiatric consultation 
confirmed the diagnosis, and the patient 
was hospitalized. It later developed that 
the patient’s condition had been exacer- 
bated by the partial insight achieved in 
the therapeutic sessions of the previous 
year, and that his coming voluntarily for 
help at a later date was the result of panic 
at a homicidal attack, luckily aborted by 
a friend of the victim who happened to 
be near. Again, while any treatment 
might have failed in this case, the danger 
of instituting psychotherapy with this pa- 
tient should have been recognized, and 
some precautions should have been taken 
to protect both the patient and society 
against the homicidal tendencies present. 
Such precautions could not have been 
taken, however, without some diagnostic 
recognition on the part of the therapist 
of the personality dynamics involved and 
active (authoritative) intervention in the 
patient’s life. 

Several times lately in personal discus- 
sion, 1 have found non-directive col- 
leagues willing to admit the necessity of 
diagnosis, but disclaiming it as a function 
of the non-directive therapist. If he is 
going to operate independently outside of 
some “team’”’situation that includes a com- 
petent diagnostician, and if he represents 
the patient’s only contact with a mental 
hygiene facility, I do not see how his diag- 
nostic responsibility can be avoided. It is 
his professionally and socially by virtue 
of the patient’s coming to him for help 
and his willingness to accept the patient 
under these circumstances. 

Rogers is right in asserting that we 
too often overlook the patient’s own ca- 
pacity for restructuring and reorganizing 
his behavior“). In this sense, clinicians 
can well be “‘client-centered,” but this at- 
titude cannot be carried with safety to the 
extreme that the patient is viewed as 
completely responsible for his improve- 
ment, and that his personality is sacro- 
sanct and beyond any directive interfer- 
ence on the part of the therapist. The 
absurdity of such an attitude can be seen 
if one extends it to the field of bodily ill- 
ness. How far would a program of ve- 
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nereal disease control get if we assumed 
that the venereal case had the right to de- 
cide whether or not he should be treated, 
and whether or not to continue such a 
course of treatment until cure was ef- 
fected? Society does not hesitate to 
interfere here, as it does with tuberculosis 
and other diseases, and as it does when 
it challenges the right of the family to 
deny medical treatment to a child who is 
seriously ill. Professional responsibility 
may be evaded and therapeutic authority 
may be decried when one is dealing with 
minor problems of adjustment, but when 
dealing with the severe psychoneuroses, 
the psychoses, and such socially important 
problems as the severe psychopath, the 
evasion of full professional responsibility 
is dangerous to both the patient and so- * 
ciety. 

Some of this antipathy to the assump- 
tion of professional responsibility and 
authoritative interference in the manage- 
ment and direction of the patient may be 
attributed to the unfortunate semantic 
confusion between the words “authority,” 
“authoritarian,” and “fascist,” and to the 
assumption that only the non-directive, 
client-centered approach can be consid- 
ered “democratic.” This confusion may 
have been an inevitable by-product of war 
hysteria ; it may even have been desirable 
as an aspect of wartime morale (which I 
doubt), but it has no place in adult think- 
ing directed toward the objective solution 
of the scientific problems of therapy. 
Meehl and McCloskey?) have dealt with 
this in an excellent article. Fromm) 
has differentiated between “irrational au- 
thority” and “rational authority,” and 
states: “Rational authority has its source 
in competence.” In professional com- 
petence resides the clinical psychologist’s _ 
authority for diagnosis and directive ther- 
apy. 

Here in the relationship between com- 
petence and the rational exercise of pro- 
fessional authority may lie the reason for 
some of the hesitancy of the non-directive 
school to accept diagnosis as a necessary 
step in therapeutic procedure, for Rogers 
seems never to have favored long and 
thorough clinical training for the thera- 
pist. The tendency has been to accept 
the adequacy of relatively short training 
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in a single technique (i.¢c., non-directive ) 
as sufficient preliminary for therapeutic 
practice, rather than to view the client- 
centered technique as a method to be 
taught the well-rounded, fully trained 
clinician. This acceptance of the suitabil- 
ity of a narrow, rapid training limited to 
a single technique is implicit in much of 
Rogers’ writing. One of its most ex- 
treme examples comes in the Rogers and 
Wallen book on “Counseling with Re- 
turned Servicemen” where the non-direc- 
tive technique is advanced as adequate 
preparation for therapeutic counseling for 
the “newcomer to the counseling field.” 
Supervised counseling interviews are ad- 
vised, but the beginner is encouraged to 
try his hand in these words: “Where 
skilled supervisory criticism is unobtain- 
able, definite profit may be gained by a 
group of counselors studying together 
and analyzing and criticising each other’s 
interviews.” Thus easily may the field 
of therapy be entered! Certainly, if 
training for therapy can be reduced to 
these easy limits, diagnosis can have no 
place in therapeutic practice, for it can- 
not be learned this easily. Thus, the non- 
directive rejection of diagnosis may be 
not a theoretical conclusion drawn from 
the adequacy of the client-centered tech- 
nique, but rather a practical conclusion 
dictated by the inadequacy of non-direc- 
tive clinical training. 

There is a real need at present to sur- 
vey the limitations as well as the poten- 
tialities of non-directive therapy. Our 
discussion of the place of diagnosis in 
client-centered therapy points up three 
questions : 


Cc. M. LOUTTIT 


1. Is the non-directive technique uni- 
versally applicable to all the types of 
psychopathosis presenting themselves 
to the clinical psychologist for treat- 
ment ? 

2. If it is not, how can the proper selec- 
tion of cases for non-directive therapy 
be accomplished without the exercise 
of some diagnostic function? 

3. Can this diagnostic ability be acquired 
except through long and arduous 
clinical training ? 


A clear answer to these questions 
would do much to obviate the ‘“‘contro- 
versy” which many non-directive clini- 
cians wish to avoid. 
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TRAINING FOR NON-DIRECTIVE COUNSELING: A CRITIQUE 


Cc. M. LOUTTIT 
University of Illinois, Galesburg 


INTRODUCTION 


The question of the training of clinical 
psychologists has been abundantly dis- 
cussed during the last decade or more. 
Courses of study in broad outline and in 
detail have been prepared by individuals 


and official committees. Required back- 
ground sciences, necessary technical sub- 
jects, and the values of internship or 
practical clinical training have been widely 
discussed. Much of this discussion has 
been in connection with the training of 
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clinical psychologists as such, although 
the training of counselors dealing with 
individuals, but working under a different 
title, have had their share of attention. 
Thus, training programs for educational 
guidance, vocational guidance, industrial 
counseling, and the like, will be found to 
parallel closely in their essentials, those 
proposed for clinical psychologists. In 
all cases the fundamental problem is con- 
nected with an individual human life and, 
therefore, the responsibilities which de- 
volve on the counselor are great. In spite 
of differences in details and variations in 
emphasis, the general trend of the many 
discussions are in the direction of a broad 
and sound training in all those subjects 
basic to human behavior in our social cul- 
ture. It is a safe assumption that those 
who have been most concerned with the 
probleris of training could agree with the 
sentiment of the following quotation: 
“ . , the traditional method of counsel- 
ing should not be undertaken unless the 
counselor has satisfactory professional 
preparation in the field of psychology, 
psychiatry, or social case work. Exten- 
sive knowledge is required to judge what 
information is relevant and_ significant, 
and a thorough background in the psy- 
chology of personality is necessary to 
make a sound diagnosis of an individual 
and his adjustments. Wisdom and ex- 
perience to a staggering degree are neces- 
sary to prescribe possible solutions to the 
varied problems that arise” ?- ©. This 
quotation from Counseling the Returned 
Servicemen expresses the opinion on 
training which Rogers held in 1939), but 
which he is apparently not willing to sup- 
port at present. From the paragraph im- 
mediately following the one quoted, and 
from other papers, it is evident that Rog- 
ers now believes that adequate counseling 
does not require such extensive training. 
It is the problem of this paper to consider 
whether or not the implied proposals for 
minimal training are adequate for coun- 
seling of any sort. 

The apparent inconsistency implied in 
the opposed positions on training men- 
tioned above is resolved when Rogers’ 
dichotomy of counseling practices into the 
“traditional” and his “new viewpoint” is 
considered. In misleading oversimplifica- 


tion, “traditional” counseling is described 
as including the collection of information 
concerning the client, the formulation of 
a diagnosis, and, finally, “pointing out to 
the client the course he should pursue, the 
steps he should take, to meet his prob- 
lems’’“+; P- 5), In contrast, the “new view- 
point” of non-directive or client-centered 
counseling “is presented as a way of help- 
ing the individual to help himself” by 
making it ‘‘possible for the client to gain 
emotional release in relation to his prob- 
lems, and, as a consequence, to think 
more clearly and more deeply about him- 
self and his situation” »- 5), The seri- 
ous doubt which any experienced psycho- 
therapist or counselor would express con- 
cerning the reality of the dichotomy which 
Rogers sets up cannot be considered here ; 
we must restrict discussion to the prob- 
lems of training. 


PROFESSIONAL TRAINING 


The efforts of individuals, and national 
and state organizations, during the past 
decade or more to formulate basic train- 
ing programs for clinical psychologists, 
vocational guidance counselors, and edu- 
cational counselors have admittedly been 
with Rogers’ “traditional” counseling in 
mind. Essential similarities are found in 
all proposed plans, and they are ade- 
quately stated in the quotation given in 
the first paragraph. In contrast, Rogers 
is very definite in saying that his “new” 
methods do not need intensive training 
and because of their simplicity they “can 
be taught and taught widely to semipro- 
fessional counselors who do not have the 
full professional preparation which would 
be necessary for a thoroughly competent 
handling of all personality maladjust- 
ments’). In implementation of this 
point of view is the publication, Counsel- 
ing with Returned Servicemen, which is 
intended for a lay public and which pre- 
sents “a viewpoint and a method that can 
be acquired by a person with reasonable 
qualifications ‘for a counseling position” 
(4, p. 4) 

In a debate between the protagonists of 
a sound professional training and that of 
the “new viewpoint” many differences 
would be considered. In this place I 
should like to deal with only three: (1) 
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qualifications of counselors, (2) differ- 
entiation of types of problems, and (3) 
the question of professional responsibili- 
ties. 

“The first requisite for the successful 
counselor is that he be able to understand 
the person who has come to him for help” 
(4,p. 8) With this statement there can be 
no quarrel. What is necessary to be “able 
to understand” is the crucial point. The 
answer of professional psychologists and 
counselors is inherent in their efforts to 
formulate training programs. Under- 
standing cannot come without knowledge, 
and the necessary knowledge can be ac- 
quired only through studious and insight- 
ful attention to wide areas of human 
thought, and through informed applica- 
tion of the knowledge acquired to real 
problems. In his book, offered as a guide 
to lay counseling of returned servicemen, 
Rogers provides a seven-page chapter on 
“Understanding the Individual.” It is 
certain that Rogers would deny that this 
chapter is meant to provide even a mini- 
mal insight into human behavior, but its 
actual meaning to many readers would be 
that it does just this. On the other hand, 
Rogers’ insistence on the simplicity and 
safety of his procedures would imply his 
real belief in the adequacy of very limited 
knowledge of human behavior. 

Snyder“) compares one unsuccessful 
with four successfully counseled clients. 
His statistical analysis of the counseling 
protocols “does not offer much in the way 
of tangible differences between this case 
and the others.” In his discussion of the 
reasons for failure of counseling in this 
one case, he says that (1) it was not at all 
clear just what the client’s problem was, 
and (2) that during the course of coun- 
seling it was learned that the client had 
been treated previously. by two psychia- 
trists. It would seem reasonable to ex- 
pect anyone who undertakes counseling to 
know enough of his patient’s problem, and 
the patient’s history, to have discovered 
these two points without going through 
a series of seven counseling interviews. 
If a counselor of such acknowledged com- 
petence as Doctor Snyder failed to dis- 
cover this very early in his program, we 
could hardly expect the sub-professional 
or untrained psychologist or counselor to 
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make the distinction. Furthermore, it is 
all too probable that such an untrained 
counselor would not be able to show the 
necessary discretion in undertaking non- 
directive counseling with people for whom 
the method would offer nothing, and for 
whom it might be most inappropriate. 
While non-directive methods may be safe, 
even in the hands of poorly prepared 
counselors, this in itself is hardly a reason 
for encouraging poor preparation. Even 
though the method does not result in fur- 
ther serious maladjustment of the client, 
it would appear that the public is sub- 
jected to unnecessary, time-consuming, 
and costly counseling. Doctor Rogers’ 
statement that “The partially trained 
counselor who uses the directive or inter- 
pretive methods of the counselor-centered 
approach may, if he bungles, precipitate a 
suicide or psychosis” must be a hyper- 
bolic one. It is difficult to imagine any 
counselor attempting to help a client with 
a problem of vocational or educational 
planning bungling in such a fashion that 
he precipitates anything as serious as is 
suggested. It is also doubtful that all 
other forms of counseling would precipi- 
tate such behavior under similar unskill- 
ful use, even though the client presented a 
fundamental personality difficulty. It is 
only the extreme followers of a cult who 
insist that the cult’s method is the panacea 
for all difficulties. If there is any com 
cession that a particular method is not 
always applicable, then there must be con- 
ceded the necessity of having sufficient 
understanding so that the counselor can 
determine when or when not to use the 
particular method. Without an adequate 
training in a broad background of human 
behavior, as well as in other methods of 
counseling, we could hardly expect ace- 
quate judgment to be used. 


ProspLeMs OF DIAGNOSIS 


We may turn now to the second of the 
three points to be considered, which is a 
part of the task of distinguishing prob- 
lem types. There is a commonly accepted 
classification of the problems presented 
by clients which divides them into, first, 
problems revolving around the need of 
that individual for help in planning a fu- 
ture educational or vocational program. 
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The second category includes those cases 
in which there are problems of personal, 
emotional, and/or social adjustment. It 
is true that the parts of this dichotomy 
cannot be entirely distinguished because 
each may be found in the other. How- 
ever, I cannot agree with Doctor Rogers 
when he says that the goal of counseling 
is the same whether or not the client’s 
statement of his problem concerns his lack 
of self confidence, his marital difficulties, 
a decision whether or not to go to college, 
or an inquiry as to what vocational area 
he might be best fitted for “ ? %. To 
treat the client who requests information 
to help him determine whether he should 
go into vocational area A or into B in the 
same fashion that one treats a client who 
is concerned about a matter of emotional 
adjustment falls far short of anything 
that can be called professional. It is 
probably quite true that none of us are 
perfectly adjusted in terms of some Pla- 
tonic ideal, however, it is hardly the func- 
tion of a counselor to see maladjustment 
and emotional difficulties in every person 
who consults him. To do so goes beyond 
sound science or good professional prac- 
tice. It should certainly be the aim of 
all counseling to help the client in the 
most expeditious manner possible, with 
the least cost in time or money. If the 
client's problem can be answered by two 
h.wrs of formal testing, and there is 


» abundant evidence that many problems 


can be so solved, it is hard to justify a pro- 
gram of five or ten hours of conferences 
in a search for emotional maladjustments 
which, while they may exist, are not actu- 
ally significant in terms of the individual’s 
continuing growth. In respect to veter- 
ans, about which Doctor Rogers so fre- 
quently writes, I am extremely doubtful 
that they present problems any different 
than those presented by civilians. If the 
argument here presented is accepted, that 
the counselor must be prepared to deal 
with. the client’s problem in the most 
expeditious fashion, then again there is 
strong argument for adequate training. 
Without this, the counselor is unable to 
decide a priori what may be the most 
efficient method of approach. In such a 
case, of course, the unprepared and in- 
competent counselor may proceed in any 


manner he sees fit, in the hope that 
eventually he may learn whether or not 
his procedures are effective. This is not 
the kind of competence (or incompetence ) 
which deserves encouragement. 


PROFESSIONAL RESPONSIBILITIES 


Finally, I would point out that the 
matter of adequacy of training is inher- 
ent in the question of professional re- 
sponsibilities. Physicians, dentists, law- 
yers, social workers, engineers, and a host 
of other professions have gone through, 
or are going through, the process of es- 
tablishing themselves as a special social 
group having, on the one hand, a com- 
mon professional competence, and, on the 
other, certain common social responsibili- 
ties. Professionalization of psychology 
has been increasing during the last quarter 
century. In part this has been the result 
of greater and greater demands on the 
part of the non-psychological public for 
the services which they believe psychol- 
ogy has to offer. Also, psychologists 
themselves have felt a need to establish a 
professional standard so that not only 
would their activities be protected from 
the inroads of the charlatan and ill-pre- 
pared, but also that the public should be 
protected from incompetent work. 

There can be no question about the in- 
creasing demands for counseling services. 
Frequently these are a result not of actual 
needs, but of the discovery by laymen that 
help and guidance are available. How- 
ever, there are real dangers in meeting an 
increasing demand by reducing the qual- 
ity of the services offered. Psychologists 
in general can only agree with the state- 
ment of Darley and Wolfle“) when they 
say, “Even though the techniques of psy- 
chology come to be used by those upon 
whom we have not set our stamp of ap- 
proval, we shall bear the onus of the mis- 
use of these techniques in the eyes of the 
public.” They further point out that in 
spite of anything that professional psy- 
chologists may do, agencies involved will 
frequently be satisfied with marginal 
people. To offer, as Doctor Rogers does, 
a so-called simple and safe method of 
counseling, and to have clear implications 
that the use of this method does not re- 
quire an adequate training in knowledge 
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of human behavior is to invite real criti- 
cism of a profession. While Doctor 
Rogers, or any of his followers, has free- 
dom to express his views and to offer his 
methods to all comers, it is very definitely 
necessary for the profession to look with 
disfavor upon such offerings. Certainly 
individual psychologists and organized 
psychology must not for one moment 
countenance any reduction in the stand- 
ards of training that have been worked 
on so long, and which are now commonly 
accepted as necessary. We cannot as a 
profession depend on any simple panacea ; 
the products of our training courses must 
be sufficiently oriented to all procedures 
that they can meet problems on an ac- 
ceptable professional level. 


EDWARD S. BORDIN 
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DIMENSIONS OF THE 


COUNSELING PROCESS' 


EDWARD S. BORDIN 
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INTRODUCTION 


In the last ten years there has been an 
accelerated development of concepts and 
production of research in counseling. 
The writings of Carl R. Rogers and his 
students have made significant contribu- 
tions to this increased activity. However, 
the full realization of these contributions 
has been obstructed by the missionary 
spirit with which they have been pre- 
sented. This aggressive flavor in their 
writings has: had the virtue of jolting 
counselors out of complacency with their 
methods, but the fault of creating de- 
fensive, rather than assimilative reactions. 
In other words, Rogers and his followers, 
in discussing the methods of counselors 
which create or increase resistance, have 
done it in such a manner as to create or 
increase resistance of counselors to their 
ideas. 

| suppose that it is natural for anyone 
trying to present a new idea to be rather 
aggressive in his presentation as a defense 
against the possible resistances that he 

1. This paper was presented at the 1947 an- 


nual meeting of the Western Psychological As- 
sociation, San Diego, California. 


anticipates in being unorthodox. Whether 
or not this is the explanation, the fact re- 
mains that their choice of terminology 
and methods of stating the issues have 
placed these issues on an ethical rather 
than experimental plane. In a recent 
article, Meehl and McClosky® have pre- 
sented an excellent analysis of how this 
confusion of ethical and experimental is- 
sues has been injected into the question of 
counseling ethics. But this confusion goes 
deeper. It enters into most of their dis- 
cussions of counseling methodology, and 
I believe, has served to obscure the essen- 
tial understanding of their contribution. 
Let me explain this further by-rexjew- 
ing some of the pivotal terms used by 
Rogers and his students. One set of 
terms, which has served as a method ot 
labeling their techniques as distinguished 
from those they opposed, has been the 
pairing of “non-directive’” and “direc- 
tive.” One of the dominant values of 
our society is respect for the individual. 
By labeling methods that you oppose as 
“directive,” by implication lacking in re- 
spect for the integrity of the individual, 
and labeling your own methods “non-di- 
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rective,” you prejudice the decision of 
choice between the two methods. No 
counselor wishes to be labeled as a person 
who does not have respect for the in- 
dividual. Similarly no counselor would 
willingly admit that he was counselor- 
centered rather than client - centered. 
Someone who is counselor - centered is 
more concerned with satisfying his own 
needs than those of his client. Finally, 
and most certainly, all counselors would 
want to be considered democratic, and not 
undemocratic. Yet, these three juxta- 
positions have been the major techniques 
by which this group of new thinkers in 
counseling have attempted to characterize 
their ideas as differentiated from those 
that preceded. 

The thesis of this paper shall be that 
by using hortatory terms the self-styled 
nondirectivists have created feelings of 
conflict in the average counselor which 
have become obstacles to the use of their 
contribution for the improvement of 
counseling. If Rogers had had no con- 
tribution to make, there would have been 
no conflict. These attacks would have 
been greeted by defensive reactions, fol- 
lowed by insensitivity. But, the fact that 
Rogers has keen insight into the counsel- 
ing process and through the presentation 
of verbatim interviews has conveyed these 
insights more concretely than others, 
made it inevitable that a large number of 
counselors would respect his statements 
and end up with feelings of uncertainty 
and anxiety about themselves as coun- 
selors. Thus, in discussing a particular 
counseling procedure with a counselor, 
one often encounters the remark, “I sup- 
pose that would be too directive, wouldn’t 
it?” In other words, he is asking him- 
self not “How effective is this procedure 
for helping the client solve his problem ?” 
but “Am I being self-centered and un- 
democratic ?”” 

It is my belief that we have the in- 
gredients for making still more rapid 
strides forward in our investigation of the 
counseling process and in our understand- 
ing of the methods of training counselors 
if we can eliminate these emotional ob- 
stacles for considering variations in coun- 
seling methods.. We need to eliminate 


this propagandistic approach to the issues 





in counseling by attempting to restate 
them in terms of more concrete concepts 
of the ways in which counseling methods 
may vary and in terms which do not pre- 
judge the choice of one variation over 
another. It is my purpose to present the 
results of one such analysis of the issues 
of counseling. 


DIMENSIONS OF COUNSELING PROCESS 


We might speak of this process of 
analysis as that of attempting to construct 
a picture of the dimensions of the coun- 
seling process. In other words, what are 
the most significant ways in which coun- 
seling methods may vary? At this point 
it may be well to insert the statement that 
when I speak of counseling methods and 
the counseling process I have reference 
to the process of aiding an individual to 
solve his psychological problems through 
the medium of interviews. I might add 
that by psychological problems I have ref- 
erence to something deeper than the in- 
dividual’s statement of his reason for 
seeking help. I have discussed the con- 
cept of the psychological problem more 
fully elsewhere“). Time does not permit 
further discussion of it. 

One of the ways in which counselors 
appear to vary in their methodology is in 
the amount of responsibility ceded to the 
client for the solution of his problem. 
Division of responsibility, then, is one 
dimension of the process. I am not re- 
ferring simply to counselors’ opinions of 
how much responsibility should be ceded 
to the client, but to the actual effect of 
their counseling methods on the amount 
of responsibility permitted the client. In 
overall terms, I have reference to the de- 
gree to which the client is permitted to 
attack his problems in his own terms, and 
is permitted to choose his own directions 
in grappling with this problems. For ex- 
ample, counselors, who in vocational 
counseling adopt an extreme position of 
assuming that the primary objective of 
their counseling is to give the student a 
prediction of his vocational success and, 
perhaps, persuade him that that prediction 
is the best basis for deciding what he 
should do, might be considered as repre- 
sentative of one extreme of the continuum 
of responsibility. At the other extreme 
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might be placed those who assume a coun- 
selor is a listener, and nothing more. 

But these are global statements about 
this characteristic of the counseling proc- 
ess. What is more important or just as 
important from the standpoint of research 
and training is that specific counselor re- 
sponses can be classified as to the degree 
of responsibility ceded to the client. For 
example, the counselor’s opening lead 
“Would you like to tell me what you had 
on your mind in coming in to see me?” 
gives more responsibility to the client 
than the opening lead “I understand that 
vou were referred by Mr. Blank” or “I 
understand that you came in to the Center 
asking about taking some tests.” The 
counselor responses, which follow the 
trend of thought of the client, or when 
he seems to “run down,” suggest to him 
some topic that he may possibly find help- 
ful to discuss, allow for more client re- 
sponsibility than those that take respon- 
sibility for discussion of a particular topic, 
even to the point of delimiting it, such as 
“Did you get along well in the service?” 
— ‘What was your service assignment ?”’ 
I believe there is no need to elaborate on 
the question of the dimension of respon- 
sibility in the interview process, because 
the general effect of much of the discus- 
sion of the nondirectivists has been to 
focus attention on this particular char- 
acteristic of the counseling process. In 
fact, it is not uncommon for counselors 
superficially acquainted with these ideas, 
to speak of nondirective counseling as 
synonymous with not telling the client 
what to do. 

A second dimension of the counseling 
process is the degree of attention or sen- 
sitivity of the counselor’s responses to 
client’s attitudes and feelings. Much dis- 
cussion of counseling, particularly that 
dealing with the use of tests in the coun- 
seling process, seems to proceed on the 
assumption that the primary technique in 
counseling is the transmission of informa- 
tion to the client. These discussions seem 
to assume that clients’ psychological prob- 
lems are solved primarily by giving them 
information about themselves on the basis 
of test results, information about their 
environment or information about psy- 
chological facts and principles. Such dis- 
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cussions are likely to minimize the im- 
portance of such factors as motivated ig- 
norance, resistance to probing, repres- 
sion, disguise of motives, and many of 
the other motivational dynamisms that 
psychology has inherited from the Freu- 
dians and has recently begun to elaborate. 
Transcripts of interviews by such coun- 
selors will show considerable response to 


the content of the client's remarks, but 


relatively little response to the attitudes 
that are expressed in the discussion of 
this content. For example, a client says 
“I don’t know, maybe it’s this fooling 
around in the Navy that gave me the idea, 
and I'll get over it you know, and then 
decide all over again. But I decided I 
would try and think that out while I was 
in it (referring to possible choice of 
medical technology) because my class 
schedule isn’t too different from what it 
would be if I continued with Chemistry. 
I'm not wasting any credits one way or 
another.” The counselor who says “You 
have decided on medical technology be- 
cause it isn’t too far off from Chemistry,” 
is responding primarily to content, where- 
as a counselor who says “There isn’t any 
special urgency. You feel that there is 
a chance to explore and to test out 
whether this new interest is just a tempo- 
rary one or whether it is going to per- 
sist” is responding more to the attitude 
expressed. This response to attitudes 
may or may not show itself at the specific 
time that the attitude is expressed. In 
some cases the counselor might take note 
of the attitude, but continue to respond to 
content, and then later on attempt to di- 
rect the client’s attention to the fact that 
he has a number of different attitudes on 
the subject. 

This last statement leads us to the third 
dimension of the interview process, and 
this one seems to be less general than the 
preceding two in that it deals with varia- 
tions in types of responses to client atti- 
tudes. These responses may vary be- 
tween two extremes of emphasis, on one 
hand, the emphasis upon an intellectual 
process of reasoning out the problem, on 
the other, the emphasis upon stimulating 
the client to further and deeper expres- 
sion of his attitudes through such meth- 
ods as accepting and clarifying responses. 
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For example, a client’s high school rank 
and college aptitude test scores are inter- 
preted as indicating that his most prob- 
able achievement in college is slightly 
above “D,” and that out of 100 students 
like him 70 would fail. He responds to 
this information by saying “I know that 
this makes it look bad for me, but I feel 
that if anyone is interested enough he can 
really make it. I know I didn’t work very 
hard in high school, but now things are 
going to be different. I was just a kid in 
high school, but now I realize that I can’t 
get anywhere without a college educa- 
tion.’ The counselor who responds to 
client’s feelings at the intellectual level 
might say “One of the things a fellow 
has to learn as he goes along is to adapt 
himself and his desires to what he is able 
to do. In the long run he will find that 
even though he hates to give up things 
that are out of his reach that he will be 
happier trying to do things that he is able 
to do successfully.” On the other hand, 
the counselor who attempts to maintain 
the interchange at the level of emotional 
expression might respond with something 
like this, “Even though the odds are 
against you, you feel determined to try 
it.” At one end of this continuum the 
counselor is trying to help the client de- 
velop insight by stimulating him to idea- 
tional exploration of his motivation, say- 
ing to him in effect, “You are making a 
mistake in your thinking and this is why.” 
At the other end of the continuum the 
counselor is primarily concerned with 
stimulating the client toward exploration 
of his attitudes and toward expression of 
such attitudes on the assumption that it 
will lead to insights which will make it 
possible for the individual to think clearly 
and arrive at the best decision. 


CONCLUSIONS 


What happens to such terms as “direc- 
tive,” “non - directive,” “counselor - cen - 
tered,” “client-centered,” when these three 
dimensions of the counseling process are 
substituted? If, for example, we took the 
views of Rogers 7) and Williamson‘), 
which often are cited as examples of these 
two extremes, we would find that Rogers 
was at one extreme in tending to cede con- 
siderable responsibility to the client, 








whereas Williamson would probably fall 
more toward the mid-point in ceding re- 
sponsibility. In regard to sensitivity to 
client attitude, Rogers and Williamson 
would probably not be very far apart. 
Both of them express considerable con- 
cern with motivational factors in the 
counseling process. On the third dimen- 
sion, involving the degree of stimulation 
of intellectual versus emotional response 
on the part of the client | would expect 
them to tend toward opposite ends of the 
pole. 

I believe the time is ripe to discard these 
argumentative terms and substitute de- 
scriptive ones, such as those which have 
been presented in this paper, degree of re- 
sponsibility, degree of sensitivity to atti- 
tudes, type of response to attitudes. The 
value of such a substitution, as a means 
of increasing counselors’ awareness of 
their procedures by decreasing their 
awareness of their egos, has already been 
suggested. However, it also has implica- 
tion for research and evaluation in coun- 
seling. Rogers’ students, particularly 
Porter®: *), Snyder“) and Raimy®?, have 
made excellent contributions to the meth- 
odology of analyzing interview pro- 
cedures, but their results have lacked 
generalization because they were predi- 
cated upon the assumption of one con- 
tinuum in counseling methods. For ex- 
ample, there is no allowance for study 
of effects of interpretive or intellec- 
tual responses which vary in responsi- 
bility or which vary in context of greater 
or less attention to expression of attitudes 
versus content. Perhaps it would be 
found that mild interpretive or intellectual 
responses, such as, “I wonder if your 
fear of these situations is related to your 
feelings about your father,” or “Per- 
haps it would help to search for some 
connection between your feelings of em- 
barrassment and your feelings about your 
brothers,” are very effective when intro- 
duced in a context of counselor respon- 
siveness to attitudes at an expressive level. 
There is a need for studies in which there 
is a systematic variation of these three 
characteristics of interview procedures. 
Perhaps I should close by being sufficient- 
ly self-critical to suggest that there is a 
need for validation and possible expan- 
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sion of this arm chair analysis of the 
characteristics of counseling methods. 
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INTRODUCTION 


One of the 
seems to engage much of the time of clini- 
cians is concerned with their endeavor to 
convince other clinicians that they have 
found the best if not the only effective 
method of dealing with a clinical problem. 
Such efforts seem to accomplish only the 
nodding of heads in assent by those who 
already have reached a similar conclusion 
and equally strong nods of disapproval 
on the part of those who are sure that 
such procedures must be relatively futile. 

The pros and cons of directive versus 
non-directive therapy have not been an 
exception to this rule. The followers of 
either point-of-view are quite sure that 
the method they favor is far superior to 
the other. Even when they make a con- 
cession and admit that there are times 
when the methods of their opponents may 
be preferable they are quick to add that 
in such an event there is little likelihood 
that any technique is going to get the pa- 
tient or client anywhere. Thus Rogers‘? 
states in speaking of the general useful- 
ness of the non-directive approach as 
against the limited values in directive 
methods, “Counseling, from this view- 


fruitless activities that 


point (non-directive), cannot be the only 
method for dealing with that small group © 
—the psychotic, the defective, and per- 7 
haps some others—who have not the ca- — 


pacity to solve their own difficulties, even J 


with help. Neither does it apply to chil- | 

ren or adults who are faced with im- | 
possible demands from their environ- | 
ments.” 

On the other hand, Rogers’ opponents 7 
are just as unfair in the non-factually | 
supported concepts they voice regarding | 
the values in the non-directive approach, 
asserting that its claims for results are 
unwarranted and inaccurate. There is 
no need to dwell on the lack of objective 
evidence regarding the therapeutic effec- 
tiveness of either direct or indirect types 
of therapy because, as Muench? points } 
out so well, “There has been a genuine 
lack of agreement or understanding of 
what a psychological recovery or cure 
Oe aru ee 
In view of this situation it is not this 
writer’s aim to attempt an evaluation of 
the goodness or badness of non-directive 
counseling in contrast with direct meth- 
ods. All that he purports to accomplish 
here is to indicate situations in the care 
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of certain types of individuals wherein 
this technique has seemed to be useful and 
some questions that have arisen which 
the writer answers as he views the matter. 
These answers may or may not please 
Rogers and his co-workers. They may 
or may not please those who insist on 
limiting themselves to directive procedure. 
They are certainly not offered as dogma 
to which anyone else is asked to sub- 
scribe. They are based upon “patient- 
centered” attitudes which have required 
more or less of an eclectic adaptation of 
both approaches in order to accomplish 
the assistance to the patient that would 
help him to attain the goal which he de- 
sires to attain. ° 


THe CHRONICALLY ILL 


An individual who has been well, gone 
about his regular processes of daily life 
and attempted to adapt himself to such 
a life without benefit of specific guidance 
usually manages to gather unto himself 
a fair number of psychological problems 
which he solves or fails to solve as the 
case may be. Seldom does he come to 
the attention of psychologically trained 
specialists and he goes from birth to death 
without the benefit of much more than 
the directive therapy that is administered 
under the name of Education. Good or 
bad, that is the fact. That the directive 
therapy of the modern school program 
falls far short of the goal of producing 
the stable, well-controlled and adequately 
oriented individual we might like to see 
is open to debate. Rogers might well 
hold that this is a prime example of what 
coercive treatment does to a whole peo- 
ple. Certainly one of the primary aims of 
this program is to produce conformed in- 
dividuals rather than men and women 
capable of attaining the satisfactions of 
creative thought. Whatever the conclu- 
sions may be it is not the purpose here to 
attempt to alter that situation. 

When these men and women, these 
boys and girls who are the products of 
present-day education become chronically 
ill they are faced with a new set of prob- 
lems that our schools and colleges have 
not prepared them to meet. These are 
the problems that those who are engaged 
in working with them must play some 
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part in solving. Their role may be purely 
passive, may be active, or a combination 
of both. Before they can decide which 
role they should assume it is desirable to 
appraise the nature of these new prob- 
lems. In the first place, one can roughly 
dichotomize chronic illness into non-ap- 
parent and apparent categories. A non- 
apparent chronic illness is one such as 
diabetes or tuberculosis or heart disease 
in which, though the patient may be per- 
manently limited in his capacity to carry 
on daily activities, nothing is visible to 
the outside world which suggests such a 
limitation. Those with apparent illness 
effects such as is found in some poliomy- 
elitis, tuberculosis of bones, cerebral pal- 
sies, or in accident-produced bone and 
joint trauma have visible evidences of 
their limitations which at least suggest 
to the onlooker that the individual may 
not be able to carry on all ordinary activi- 
ties. 

In discussing their early reactions to 
their illness with large numbers of chroni- 
cally ill patients, it appears that for the 
most part the emotional shock plus the 
vocal encouragement they receive from 
their physicians, family and friends dur- 
ing the early days following the onset of 
their illness tends to dull their apprehen- 
sions. The desire to have their pain and 
immediate discomforts alleviated and re- 
moved is frequently enough to tide them 
over any immediate psychological stress . 
regarding their life in the future. Within 
a matter of weeks however (and some- 
times within days) the patient begins the 
contemplation of what his life will be 
“from now on.” It is then that psychic 
tension begins to rise. Then something 
must be done to help the patient or have 
him begin to help himself. 


PSYCHOLOGICAL COUNSELING OF 
CHRONICALLY ILL PATIENTS 


The writer has always held, as do many 
others, that this is the time to begin the 
psychological services to the patient. To 
begin earlier than this is to enter the scene 
when the patient is not prepared to face 
the future and before he is fully aware 
of the existence of new problems. To be- 
gin later is to invite the patient to pyramid 
and develop his problems to proportions 
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that are difficult and oftentimes impossi- 
ble to correct. If one were to be epigram- 
matic about the matter he might say that 
the time to begin the solution of psycho- 
logical problems is when the patient be- 
comes aware that he has them. 

This is by no means intended to do vio- 
lence to the concepts of preventive mental 
hygiene. Intelligent anticipation of prob- 
lems related to medical care, to social 
services, and to the intellectual comfort 
of the patient are of course essential. 
And if properly done they should serve 
to keep the patient free of feelings of 
psychological discomfort in the same 
manner that proper application of nurs- 
ing procedures, physical therapy and the 
use of medicinals serve to prevent need- 
less physical annoyance. 

In carrying out the program for pre- 
vention of psychological disturbances to 
the patient, a good deal of directive coun- 
seling is indicated. This is not done by 
psychologists generally but should be 
done by psychologically - oriented physi- 
cians, nurses, physical therapists, occupa- 
tional therapists, medical social workers, 
etc., who compose the basic medical team 
concerned with the care of the patient. 
To do their work the members of this 
team should know from the patient those 
things which are troubling him. That 
simply means that they must give the pa- 
tient a chance to talk about the doubts, 
the uncertainties, the insecurities that 
plague him. Obviously, however, the pa- 
tient cannot offer his own solution to 
many of these problems because any solu- 
tion that is to be realistic must be based 
upon knowledge that is beyond the ken of 
any but the most exceptional patients. 
Thus, following the patient’s queries, it is 
necessary to give him direct guidence in 
the manner in which he must view him- 
self. 

Even in this program there are prac- 
tical difficulties that are centered around 
the amount of available time for the in- 
dividual patient. Many of us who are 
critical of the scanty opportunity for self- 
expression of their problems accorded to 
the patient, must in ali fairness admit that 
the patient-load, the unending routine re- 
quirements placed upon the shoulders of 
medical and medical ancillary personnel 
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make it well nigh impossible for them t 
provide such opportunities. In many in. 
stances, perhaps in most, the information 
that can be imparted to the patient is often 
done without seeking to ascertain his di- 
rect and individual queries but if done at 
all are administered on a rather general. 
ized basis. This leaves the patient as much 
in doubt about himself as he was before 
anything at all was said. Good, badly or 
indifferently as these procedures may be 
handled, there they are and that is the 
way they are likely to remain until medi- 
cal care and hospital administrative pro- 
cedures receive as much attention as the 
length of women’s skirts! 

Once the patient has been made to un- 
derstand something about the _ illness 
which he has and how it will tend to affect 
his life he will be likely to begin a process 
of self-orientation. It is here that he be- 
gins to feel the need of voicing his plans 
and of securing assistance and informa- 
tion along the lines that will lead to the 
attainment of his personally selected 
goals. Here the writer agrees with Rog- 
ers that the individual has a right to select 
his own life goals. Such selection is en- 
couraged and every effort is bent toward 
avoiding even the suggestion that the psy- 
chologist knows what is best. To be 
frank, it is doubtful if one could in hon- 
esty maintain that he knows what will 
work out best for the patient’s ultimate 
plan. How frequently have all of us 
ventured negative opinions about the 
ability of individuals to carry on certain 
activities with their limitations only to 
find that sheer determination has allowed 
that individual to attain the very zenith 
of success in that which we thought they 
could not possibly do. 

On the other hand we find frequently 
that the patient is at a complete loss in 
deciding on a plan for the future because 
he has no experience on which to base his 
appraisal of his new self, the physically 
limited self, whose limitations he has not 
yet lived with long enough to know how 
it will meet the demands of the goals he 
desires to make his. In this situation our 
practice has been to indicate what the ex- 
perience of others has been with similar 
limitations and similar goals and then to 
invite the patient to appraise his own po- 
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tentialities in this light. Our attitude 
has never been one of “You should be 
able to do this because others like you 
have done so” or vice versa. Rather it 
has been one of encouraging the patient 
to self-evaluation and approval or dis- 
approval on the basis of his own knowl- 
edge of his capacities. 

It is at about this stage that use of ob- 
jective psychometric procedures seems in- 
dicated. Oftentimes the patient wants to 
know about his aptitudes, his special abili- 
ties, the amout of loss he has suffered in 
these abilities as a result of his illness, his 
physiological tolerance to fatigue, his 
ability to concentrate and a multitude of 
physical and psychological characteristics 
which can be more or less objectively ap- 
praised. Unfortunately, many of these 
measurable traits do not as yet have 
norms which permit us to appraise the pa- 
tient except in comparison with those who 
are well. This is a decided limitation that 
a few like Barker“) and his co-workers 
are attempting to overcome through their 
summary of existing data but the infor- 
mation thus far is too limited to meet our 
needs. But, bad as it may be, we can 
and do use this information as a yard- 
stick where often a micrometer is needed. 

The use of psychometrics in this fash- 
ion is not frowned upon by Rogers. His 
objection is to the use of such instruments 
as the goal-establishing mechanism. In 
this point-of-view he is completely justi- 
fied in our opinion. The use of psycho- 
logical measuring instruments as a basis 
for determining what the patient ought to 
do seems totally unwarranted and implies 
prediction characteristics that no test thus 
far has been shown to possess. 

Unfortunately a number of psychol- 
ogists working in medical programs are 
called upon not infrequently to make 
“psychological diagnoses,” job suitability 
predictions, appraise personality charac- 
teristics, etc. These requests are gener- 
ally made in good faith and are based 
upon the assumption of the physician and 
others that such information at hand 
should make it possible to decide for the 
patient what his whole future should be 
like. Such an idea is obviously in error 
for it fails to take cognizance of the fact 
that the most important element in the 
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entire matter is what the patient can and 
will do to make his own future. 

The clinical psychologist faced with the 
dilemma of supplying such information on 
demand is also faced with the necessity of 
educating those with whom he serves re- 
garding the fallacies in this approach or 
of becoming a mere technician who has 
no clinical judgment and merely does 
what he is told to do. On the other hand 
if he believes that he can do things with 
psychometric tools that others do not be- 
lieve possible he has but to produce the 
scientific evidence. 

Earlier in this discussion mention was 
made of the two types of chronically ill 
patients. Those whose illness has pro- 
duced no readily detectable change in 
their bodily appearance have problems 
that are somewhat different from those 
with orthopedic or other visible anatomi- 
cal alterations. The very fact that a dis- 
ability is visible may create personality 
changes resulting from responses to an 
altered environment that will be quite 
different from that which an individual 
experiences who must merely alter the 
pace or tempo of his life. Here again 
the application of psychological help 
would seem to be more effective if we can 
allow the patient to see his own problem 
and find his own solutions. Generally this 
will work out more effectively for the pa- 
tient without an apparent disability than 
it will for those whose limitations are ex- 
pressed either through actual deformity 
or by the need for special prosthetic ap- 
pliances as an aid to optimal performance. 
It is doubtful if the therapist, psycho- 
logical or otherwise, could or should limit 
himself to only one approach, direct or 
indirect, to these problems. To do so 
would frequently preclude maximum as- 
sistance to any given patient. The method 
should be patient-centered but must be 
chosen for its adaptability to the patient’s 
expressed needs. 


SUMMARY 


1. In the care of the chronically ill 
there is generally need for psychological 
services as a phase of the total medical 
care program applied to each individual. 

2. It appears unlikely that limiting 
such a service to either directive or non- 
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directive techniques is desirable. Rather 
it appears preferable to use either ap- 
proach as indicated by the character of 
the problem to be dealt with, the pa- 
tient’s physical and mental state, and the 
clinical judgment of the psychologist re- 
sponsible for rendering the service. 

3. Medical and medical ancillary per- 
sonnel need to be educated regarding 
these two psychotherapeutic techniques. 
They need to recognize that psychometric 
procedures are but a small part of psy- 
chological service and that the use of tests 
for the purpose of establishing goals or 
plans for the individual patient is as 
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meaningless as using the RBC or the 
BMR without regard for many other 
basic clinical facts. 
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A CRITIQUE OF THE THEORETICAL CONTRIBUTIONS OF 
NON-DIRECTIVE THERAPY 
ALBERT ELLIS 
Northern New Jersey Mental Hygiene Clinic and State Hospital, Greystone Park, N. J. 


There are several reasons why the theo- 
retical contributions of nondirective ther- 
apy should be evaluated at the present 
time. First, this therapeutic technique is 
now five years old, and has become very 
popular among some clinical psychologists. 
Secondly, the literature is replete with 
nondirective discussions and_ findings. 
Thirdly, the founder of nondirective coun- 
seling, Carl R. Rogers, recently published 
an address as retiring president of the 
American Psychological Association in 
which he not only summarizes many of 
the recent nondirective findings, but also 
formulates a theory of the organization of 
personality whicl. is closely based on these 
findings. It is to the discussion of Rog- 
ers’‘8) paper that the present article will 
be specifically oriented. 


THE CONTRIBUTIONS OF NONDIRECTIVE 
THERAPY TO PSYCHOTHERAPEUTIC 
THEORY AND THE ORGANIZATION OF 
PERSONALITY 


Rogers’ address contains several impor- 
tant observations on the relationship of 
psychotherapy to the organization of per- 
sonality which will be considered in detail 
below. 


1. “One simple observation, which is re- 
peated over and over again in each 
successful therapeutic case, seems to 
have rather deep theoretical implica- 
tions. It is that as changes occur in the 
perception of self and in the perception 
of reality, changes occur in behavior. 
In therapy, these perceptual changes 
are more often concerned with the self 
than with the external world’: 35%. 


Although nondirective therapists may 
have only recently rediscovered this point, 
it has been basic to virtually every other 
major kind of therapy for many decades. 
In particular, all forms of suggestive ther- 
apy, including mental healing, Christian 
Science, Couéism, and hypnotic sugges- 
tion, have always used this concept as their 
fundamental tenet. Traditional psychia- 
tric counseling, from at least the middle 
of the nineteenth century, has usually ac- 
cepted the fact that the neurotic’s concept 
of himself must be reordered to achieve 
therapeutic results; and the entire ra- 
tionale of psychoanalytic therapy has been 
to change the analysand’s picture of him- 
self rather than to attempt to change the 
conditions of the external world around 
him. 
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“The observed phenomena of change 
seem almost adequately explained by 
the hypothesis that given certain psy- 
chological conditions, the individual 
has the capacity to reorganize his field 
of perception, including the way he 
perceives himself, and that a concomi- 
tant or a resultant of this perceptual 
reorganization is an appropriate altera- 
tion of behavior’ ‘v- 361). 


The recognition of this point has been 
a sine qua non of virtually all types of 
psychotherapy for the past century. 
Snyder“, for example, in his recent com- 
prehensive review of the present status 
of psychotherapeutic counseling, lists six 
major types of psychotherapy other than 
nondirective counseling: namely, tradi- 
tional psychotherapeutic counseling, hyp- 
nosis, psychoanalysis, psychodrama, rela- 
tionship therapy, and group therapy. It 
may be noted that none of these thera- 
pies, in their common contemporary modes 
of practice, could possibly exist without 
a deep recognition and understanding of 
the fact that the client has some capacity 
to reorganize his field of perception, in- 
* cluding the manner in which he perceives 
himself, and that by using his capacity for 
such a reorganization, he may alter his 
own behavior. Indeed, would not almost 
any form of psychotherapy be pointless 
without the acceptance of the hypothesis 
that the client has the capacity successfully 
to reorganize his self-perceptions? Vari- 
ous kinds of physical therapy, including 
hydrotherapy, sedation, rest, and convul- 
sive shock, may require little theoretical 
belief in the patient’s self-conceptualiza- 
tion and self-actualization capacities ; but, 
by virtual definition, all forms of psycho- 
therapy seem to demand such a belief. 


3. “It has been noted in many cases that 
behavior changes come about for the 
most part imperceptibly and almost 
automatically, once the perceptual re- 
organization has taken place’’‘?- 362). 

This, like many other nondirective 
formulations to the same effect, seems to 
be a brilliant circumlocution of the ad- 
mission of the fact, most emphatically 
stated by Freud over half a century ago 

(and not entirely original with him), that 

human beings have unconscious as well 
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as conscious mental processes, and that 
unconscious motivations have an enor- 
mous (positive and negative) influence 
over human behavior. Virtually all schools 
of psychotherapy, tacitly if not explicitly, 
now work on this assumption. 


4. “Behavior is not directly influenced or 
determined by organic or cultural fac- 
tors, but primarily (and perhaps only), 


by the perception of these elements” 
(p. 362). 


While the extreme form in which this 
statement is made would probably make 
it unacceptable to many non-nondirective 
(not to mention many nondirective) ther- 
apists, most adherents of all modern psy- 
chotherapeutic schools would doubtlessly 
agree that behavior frequently is directly 
influenced more by the individual’s per- 
ception of organic or cultural factors than 
by the factors themselves. The findings 
of the Gestalt psychologists in this respect 
have profoundly influenced many psy- 
chotherapists for at least twenty years. 
And psychoanalytic thinkers, particularly, 
have gone far beyond the simple statement 
of perceptive biases, and have, in their 
detailed analyses of such mechanisms as 
projection, introjection, identification, and 
rationalization, shown exactly how beha- 
vior is often determined by the individual's 
self-perceptive frame of reference 2): 


5. “It would appear that when all of the 
ways in which the individual perceives 
himself—all perceptions of the quali- 
ties, abilities, impulses, and attitudes 
of the person, and all perceptions of 
himself in relation to others—are ac- 
cepted into the organized conscious 
concept of the self, then this achieve- 
ment is accompanied by feelings of 
comfort and freedom from tension 
which are experienced as psychological 
adjustment’. 364). 


At the risk of redundancy, it must be 
noted that this is a semantic periphrasis 
of half-century old psychoanalytic find- 
ings. Not only Freudians, but practically 
all other psychoanalytic adherents, have 
pointed out that the feelings of comfort 
and release which frequently result from 
psychotherapy are attributable to the 
client’s being now able to accept himself 
in his entirety, to accept the “reality princi- 
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ple,” to live with his own “superego,” and 
to reorganize his picture of himself so 
that the diverse aspects of his personality 
(his “ego,” “superego,” and “id”) can 
thrive harmoniously and_ consistently 
under one perceptual framework. 


6. “The self, however, resists reorganiza- 
tion and change. In everyday life in- 
dividual adjustment by means of reor- 
ganization of the field exclusive of the 
self is more common and is less threat- 
ening to the individual. Consequently, 
the individual's first mode of adjust- 
ment is the reorganization of that part 
of the field which does not include 
the self’. 366). 


This is another rephrasing of an old 
psychoanalytic concept. Not only have the 
psychoanalysts consistently shown that the 
very last thing an individual will frequently 
do is to change his own mode of behavior 
when he has to adjust to a new situation, 
but they have gone into detailed and lengthy 
analyses of the various processes which 
he will often resort to rather than permit 
any basic change in his own perceptions. 
Thus, Symonds” lists and exhaustively 
analyzes such mechanisms as fixation, re- 
gression, repression, displacement, intro- 
jection, projection, identification, self-pun- 
ishment, sublimation, reaction formation, 
compensation, and rationalization. 


THe CONTRIBUTIONS OF NONDIRECTIVE 
THERAPY TO PSYCHOTHERAPEUTIC 
PRACTICE 


Even more important, in a certain 
sense, than the contributions of nondi- 
rective therapy to psychotherapeutic 
theory are its contributions to the prac- 
tice of psychotherapy, since the latter area 
is that to which most nondirective coun- 
selors devote the greater part of their time 
and effort. Moreover, while there may 
be considerable doubt that nondirective 
therapists have made many original con- 
tributions to psychotherapeutic theory, 
there can be no doubt that some of their 
counseling techniques differ significantly 
from those employed by other schools of 
therapy. In his presidential address, 


Rogers makes many claims for the unique- 
ness, effectiveness, and broad implications 
of nondirective counseling procedures. 





1. “There are several ways in which the 
raw clinical data to which we have 
had access is unique in its value for un- 
derstanding personality. The fact that 
these verbal expressions of inner dy- 
namics are preserved by electrical re 
cordings makes possible a detailed 


analysis of a sort not heretofore pos 
sible’’(P- 358). 


This is unquestionably true. What 
ever the ultimate fate of nondirective ther 
apy, its widespread use of electrical re- 
cording equipment has been an inestimable 
boon to the study of psychotherapy and of 
human personality. However, priority in 
the espousal of recording therapeutic ses- 
sions seems rightly to belong to Moreno 
rather than Rogers“) And, now that 
other therapists are also employing re- 
cordings, this feature of the nondirective 
technique can no longer rightly be called 
unique. 


2. “Another scientifically fortunate char- 
acteristic of this material is the fact 
that the verbal productions of the client 
are biased to a minimal degree by the 
therapist’. 358). 


This is one of the great myths of the 
nondirective approach to counseling. True. 
nondirective therapy is one form of psy- 
chotherapy in which the client’s verbal 
productions are biased to a relatively small 
degree by the therapist; but it is hardly 
the therapeutic mode leading to minimal 
bias. In psychoanalytic free association, 
for example, the analyst frequently says 
virtually nothing for session after ses- 
sion, and sometimes even asks very few 
questions. In traditional psychotherapeu- 
tic counseling, the client is frequently 
allowed to talk uninterruptedly about 
whatever he wishes, receiving little or no 
direction from the counselor. Nondirec- 
tive therapy, on the other hand, is ac- 
tually directive, in that the counselor often 
selects one of the client’s first statements, 
channelizes this by very precise, if subtle. 
“nondirective” probing, and encourages 
the client to exhaust this original stream of 
thought or feeling before he is given the 
opportunity to go on to something else. 

To illustrate the inherent directiveness 
of nondirective therapy, consider the hypo- 
thetical case of a client who, on coming 
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to a therapeutic session, starts sponta- 
neously to talk about his being concerned 
about a friend who just snubbed him in 
the street. A psychoanalytic therapist will 
normally allow this client, in his free 
associations, to talk as long or as short a 
time about this incident as he wishes to 
talk. A good psychiatric counselor may 
use a similar procedure, but may ask 
a few leading questions about the snub- 
bing incident and its sequelae. A more 
directive counselor may try to tie up the 
incident with other facets of the client’s 
problems; or, feeling that this is really 
only a minor occurrence, may attempt to 
steer the client into a discussion of more 
vital matters. A nondirective therapist, 
however, will characteristically accept the 
expression of concern of the client for 
being snubbed, and will frequently chan- 
nelize the ensuing client-counselor con- 
versation so that it may be almost im- 
possible for the client, for the next few 
minutes or even for the whole hour, not 
to discuss this matter which, after all, 
may be of minor importance in the client's 
life, and which may have been exhausted 
spontaneously in, say, a minute or two 
of free association. 


3. “The [nondirective] counselor attitude 
of warmth and understanding, well 
described by Snyder and Rogers, also 
helps to maximize the freedom of ex- 
pression by the individual’’’®- 358). 


There is of course no gainsaying this 
point. Rogers’ implication, however, that 
this is a unique value of nondirective ther- 
apy is most unfortunate. Virtually all 
good therapists, of whatever school, give 
an attitude of warmth and understanding. 
Indeed, the nondirective counselor, because 
he is taught to refrain rigidly from any 
form of reassurance, frequently gives less 
warmth and understanding, especially as 
far as the client's perception is concerned, 
than do many non-nondirective therapists. 


4. “The very nature of the interviews 
and the techniques by which they are 
handled give us a rare opportunity to 
see to some extent through the eyes 
of another person—to perceive the 
world as it appears to him, to achieve 
at least partially, the internal frame 

of reference of another person’ ?-359)- 





This again, while true of nondirective 
therapy, is also true of virtually every 
other type of effective psychotherapy. It 
is more true of psychoanalytic than non- 
directive therapy, since in the former 
technique the client’s free associations, 
fantasies, and dreams are investigated, 
as well as the thoughts and feelings he 
consciously verbalizes. 


5. “One is compelled through clinical ob- 
servation to develop a high degree of 
respect for the ego-integrative forces 
residing within each individual’’®-36!)- 

This is very good, as far as it goes; so 
good, in fact, that its clinical recognition 
is about a century old. The trouble is 
that the nondirective school of therapy 
does not seem, anywhere, to recognize the 
power of or have any respect for the ego- 
disintegrative forces which either reside 
within certain individuals or are forced 
on them from without. The fact that 
there are certain diseased or traumatic 
processes—e.g., syphillis, brain injury, or 
combat fatigue—which may also lead to 
personality aberrations commands very 
little, attention from the proponents of 
nondirective therapy. Also, as Cantril 
and Sherif“ aptly demonstrate, fairly 
widespread environmental conditions, such 
as coercive home environments, extreme 
poverty, racial persecution, and unstable 
politico-social circumstances, have impor- 
tant ego-involving influences, and may 
encourage ego disintegration. 


6. “The most characteristic outcome [of 
nondirective therapy] is not necessarily 
solution of problems, but a freedom 
from tension, a different feeling about, 
and perception of, self’’€?-565). 


This is indeed true. But, for years prior 
to the inception of nondirective therapy, 
psychoanalytic writers like Freud, Hor- 
ney, and Rank have been emphasizing 
the fact that the outcome of therapy is 
not necessarily the solution of the client's 
problems, but his being enabled to live 
comfortably with these problems. 


7. “Client-centered therapy is different 
from other life situations inasmuch 
as the therapist tends to remove from 
the individual’s immediate world all 

those aspects of the field which the 
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individual can reorganize except the 
self’ (p- 366). 


This is an excellent statement of an im- 
portant aspect of the dynamics of psy- 
chotherapy; the one serious flaw being 
that the term “client-centered therapy” 
is meant only to include “nondirective”’ 
therapy; and the implication being that 
all other kinds of therapy are non-client- 
centered and directive. 

It is difficult not to castigate too se- 
verely the use of both terms, “nondirective” 
and “client-centered,” to describe Roger- 
ian therapy, since both are propagandistic 
and misleading. Even assuming that the 
counseling technique originated by Rog- 
ers is nondirective and client-centered, 


so, too, is virtually every other kind of. 


effective psychotherapy. Even the few 
exceptional types of therapy which are 
not nondirective, such as hypnotic sug- 
gestion or direct reassurance, are almost 
invariably client-centered. Modern psy- 
chotherapy, with few exceptions, is prac- 
tically synonymous with both nondirec- 
tiveness and client-centeredness ; and con- 
sequently, anyone who pre-empts the use 
of these terms for the sole description of 
his own school of therapy is hardly being 
fair to most other legitimate psychothera- 
peutic schools. 


8. “It is then this complete absence of 
any factor which would attack the 
concept of self, and second, the as- 
sistance in focusing upon the percep- 
tion of self, which seems to permit a 
more differentiated view of self and 
finally the reorganization of self” . 36°). 
This statement, once again, is an ex- 
cellent description of a psychotherapeutic 
technique which has long predated non- 
directive therapy, and which is particularly 
indigenous to psychoanalysis. 


9. “The definition of adjustment is thus 
made an internal affair, rather than 


dependent upon an external ‘reality’ ”’ 
(p. 364). 


This, if it is to be taken literally, is in- 
deed an amazing statement. According 


to its strict letter, most religious zealots, 
hatchet murderers, rapists, psychopaths, 
‘and schizophrenics would have to be 
viewed as perfectly adjusted individuals 
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since, usually, they seem quite content 
with their internal affairs. 

The concept of adjustment’s’ being en- 
tirely dependent upon internal affairs is 
a logical result of Rogers’ doctrine, 
which seems to be his one outstanding 
contribution to the paper being discussed. 
that behavior is perhaps only influenced 
or determined by the individual’s percep- 
tion of organic or cultural factors rather 
than by these factors themselves. For if 
only a person’s perception of himself in- 
fluenced his behavior, and organic and 
cultural factors mattered not at all, adjust- 
ment really would be an internal affair, 
quite divorced from external reality. For- 
tunately for humanity in general, and for 
psychotherapy in particular, this thing-in- 
itself (or self-in-itself?) doctrine is not 
only mistaken but also contradictory. 


As Northrop”? and other modern 
philosophers have pointed out, the in- 
dividual’s perception of external reality 
is not divorced from that reality, but is 
intrinsically linked (“epistemically cor- 
related”) with it. Rogers, by taking the 
extremist position that perception, and 
consequently human adjustment, are per- 
haps only internal affairs, quite divorced 
from and uninfluenced by external real- 
ity, gets himself into a philosophically 
untenable position. If a client’s adjust- 
ment were only influenced by his percep- 
tion of external events, rather than also 
by the external reality of such events, he 
might just as well have a directive as a 
non-directive therapist —or, indeed no 
therapist at all. 


10. “It would seem to mean that instead 
of elaborate case histories full of in- 
formation about the person as an ob- 
ject, we would endeavor to develop 
ways of seeing his situation, his past, 
and himself, as these objects appear 
to him. We would try to see with 
him, rather than to evaluate him. 
It might mean the minimizing of the 
elaborate psychometric procedures by 
which we have endeavored to meas- 
ure or value the individual from our 
own frame of reference. It might 
mean the minimizing or discarding 
of all the vast series of labels which 























THEORETICAL CONTRIBUTIONS 


we have painstakingly built up over 
the years’. 367). 


This paragraph, which contains the 
heart of the conclusion of Rogers’ paper, 
is the logical outcome of the two most 
serious errors of his general viewpoint: 
(a) his apparent determination to hold 
up nondirective therapy as the only psy- 
chotherapeutic theory worthy of the name ; 
and (b) his philosophic confusion about 
the perception of the self and the percep- 
tion of external reality. 

(a) Rogers sets up the straw man of 
“elaborate case histories full of informa- 
tion about the person as an object” (italics 
ours). The implication here is that all 
psychotherapists who gather case histories 
concerning their clients do so only for 
their own, and never the clients’ interests, 
and that they consequently see each client 
as an external object rather than as he 
sees himself. This is simply not true. 
In the first place, relatively few psycho- 
therapists, today, gather elaborate case 
histories, except insofar as these consist 
—as do nondirective case histories—of 
recorded or summarized accounts of thera- 
peutic sessions. These may, when pub- 
lished in books or articles, look like case 
histories; but they are no more so than 
are summaries of nondirective cases as 
presented, for example, in Muench’s 
study. Furthermore, when elaborate 
case histories are gathered, they are us- 
ually obtained from the standpoint of the 
client as a subject, as an individual rather 
than as “‘an object.” They are gathered 
for the client’s benefit and from. his frame 
of reference. Otherwise, they are very 
bad case histories indeed. 

Secondly, Rogers advocates that “we 
should try to see with him, rather than 
to evaluate him.” But this, precisely, is 
what every competent therapist does. Per- 
haps a few counselors and therapists de- 
liberately evaluate their clients and try to 
change them to the counselor’s way of 
thinking ; but these, no matter what tech- 
nique of therapy they employ, are incom- 
petent practitioners, and are certainly un- 
representative of the profession. 

Thirdly, Rogers inveighs against ‘“elab- 
orate psychometric procedures by which 
we have endeavored to measure or value 
the individual from our own frame of 
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reference” (italics ours). If all psycho- 
metric devices must be scrapped because 
of their origin in the frames of reference 
of certain psychologists, then surely non- 
directive therapy, which seemingly has 
had similar origins, must be eliminated as 
well. And if it is the fact of measure- 
ment or evaluation of human personality 
to which Rogers most objects, then should 
he not be reminded that, however non- 
directive proponents may decry the fact, 
there is a very definite act of measure- 
ment and evaluation in practically every 
response which a nondirective counselor 
makes to his client ? 

The basic difference, in fact, between a 
nondirective therapist and a more direc- 
tive one is not that the latter makes meas- 
urement and value judgments regarding 
his client while the former does not. It 
is, rather, that the nondirective counselor’s 
judgments are broader, less narrow- 
minded, and more client-centered (or at 
least more consciously so) than are those 
of the directive therapist. But value 
judgments, as Myrdal and other sociolog- 
ical writers‘?®) have recently shown, are 
intrinsic to virtually all human thoughts 
and representations ; including those, pre- 
sumably, of nondirective counselors. 
Consequently, while psychometric. meas- 
urements and ¢.ualuations may be psychol- 
ogist-centered instead of respondent-cen- 
tered, there is no intrinsic reason why 
they must be so, any more than nondirec- 
tive therapy measurements and evalua- 
tions must be. 

Fourthly, Rogers wonders whether “all 
the vast series” of psychiatric labels 
should be discarded because they, too, 
“are all based in thinking which takes 
an external frame of reference.” That 
is to say, presumably, a schizophrenic is 
only schizophrenic to all non-schizophren- 
ics, but never to himself; therefore, call- 
ing him schizophrenic is meaningless. 
Rather, says Rogers, we should consist- 
ently study “each individual from the in- 
ternal reference of that individual, from 
within his own perceptual field’. 367). 
But is this not, precisely, what psycholog- 
ical and psychiatric research workers have 
tried to do for the past century or so? 

What Rogers presumably wishes is that 
all neuropsychiatric individuals should be 
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studied nondirectively. By all means, 
they should be. But does not nondirective 
research make use of similar semantic 
tools, and similar human frames of ref- 
erence, as other research? And is the 
nondirective approach such a broadly and 
finely perfected investigatory tool, at pres- 
ent, that it alone should be employed for 
psychiatric investigation? As a matter 
of fact, a great deal more has already 
been done to investigate neuropsychiatric 
cases from their own particular frame of 
reference than may be realized by propo- 
nents of the nondirective investigatory 
method. Rosen‘ and Federn®): for ex- 
ample, have utilized the psychoanalytic 
technique of free association to uncover 
the conscious and unconscious thoughts 
and feelings of schizophrenics, and have 
even claimed the effecting of some spec- 
tacular cures by its use. 

(b) Rogers’ rejection of such psycho- 
logical and psychiatric techniques as the 
taking of case histories, psychometrics, 
and neuropsychiatric diagnosis seems to 
stem partly from his thinking of these 
procedures as environmental aids to psy- 
chotherapy ; while, presumably, it is only 
the patient himself, by changing his per- 
ception of himself, who becomes a dif- 
ferent kind of thing-in-himself than he 
previously was. This change, Rogers 
thinks, can be brought about nondirec- 
tively, by giving the patient a permissive, 
accepting, and non-evaluating therapeutic 
relationship. He does not seem to see, 
however, that to a very appreciable ex- 
tent, this alters the client’s environment, 
and that consequently nondirective coun- 
selors, in their own way, actually manip- 
ulate their clients in a more crucial man- 
ner than do case history takers, psycho- 
metricians, or diagnosticians. 


11. “If we took seriously the hypothesis 
that integration and adjustment are 
internal conditions related to the de- 
gree of acceptance or nonacceptance 
of all perceptions, and the degree of 
organization of these perceptions into 
one consistent system, this would 
decidedly affect our clinical proced- 
ures. It would seem to imply the 
abandonment of the notion that ad- 
justment is dependent upon the 
pleasantness or unpleasantness of the 
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environment, and would demand con- 
centration upon those processes which 
bring about self-integration within 
the person. It would mean a mini- 
mizing or an abandoning of those 
clinical procedures which utilize the 
alteration of environmental forces as 
a method of treatment’. 367). 

Quite consistently, in this paragraph, 
Rogers seems to be implying that (a) 
integration and adjustment are entirely 
internal conditions related to the degree 
of acceptance or nonacceptance of all 
perceptions ; (b) that, in consequence, en- 
vironmental factors have no effect on ad- 
justment; and (c) that all clinical pro- 
cedures which employ environmental 
techniques are to be abjured as methods 
of treatment. But if these hypotheses 
were true, then (a) maladjustment would 
be a purely perceptive disorder, entirely 
unrelated to the existence of things and 
events perceived; (b) a maladjusted per- 
son cauld become readjusted only if, 
without benefit of any outside influences 
whatever, he accidentally changed his 
mode of self-perception; and (c) no type 
of psychotherapy which changed a person's 
environment in any way, even to the 
extent of affording him a relationship with 
a psychotherapist, could be of the least 
help to him. It may be wondered whether 
Rogers is willing to accept these implica- 
tions of his statements. 

A more specific implication of the para- 
graph quoted above is that most contem- 
porary psychotherapists habitually employ 
clinical procedures which lay great stress 
upon altering their clients’ socio-economic 
environments. But which therapeutic 
workers, precisely, Have the notion that 
adjustment and readjustment are “‘de- 
pendent upon the pleasantness, or un- 
pleasantness of the environment?” How 
many therapists employ “those clinical 
procedures which utilize the alteration of 
environmental forces as a method of treat- 
ment?” Child psychologists and child 
psychiatrists, to be sure, sometimes try 
to improve a youngster’s adjustment by 
altering some aspects of his environment. 
But is this the practice of the average 
therapist who works with adults? Do 
not practically all psychotherapists, on the 
contrary, try to aid the client to obtain 
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insights into himself, to perceive himself 
differently as Rogers would say, so that 
he may then be able to change his own 
environment, or at least be enabled to 
accept and live more comfortable in it? 


12. “If we take the remaining proposi- 
tion that the self, under proper con- 
ditions, is capable of reorganizing, to 
some extent, its own perceptual field, 
and of thus altering behavior, this 
too seems to raise disturbing ques- 
tions. Following the path of this 
hypothesis would appear to mean a 
shift in emphasis in psychology from 
focusing upon the fixity of person- 
ality attributes and psychological abil- 
ities, to the alterability of these same 
characteristics. It would concentrate 
attention upon process rather than 
upon fixed status’’(?P- 367-8). 


This point is well taken. For while 
it is true that psychotherapists have gen- 
erally focussed on altering rather than 
describing personality attributes and psy- 
chological abilities, some other psychol- 
ogists have been less practical™). If 
Rogers wants to question these psycholo- 
gists’ neglect of psychotherapy and social 
change, he may justly do so. 

If this is Rogers’ view, and if the main 
point of his paper is to encourage the 
development of individual and social psy- 
chotherapy, and to emphasize the applica- 
tion of psychology to the alleviation of 
human ills, then he surely has a valid 
and worthy viewpoint. Unfortunately, in 
its present form, his address can be in- 
terpreted more as an attack on all schools 
of psychotherapy except nondirective 
counseling than as a shaft aimed at static 
psychological concepts. In this connec- 
tion, it is to be wondered why Rogers, 
in his discussion of the relationship of 
the organization of personality to psycho- 
therapy, goes out of his way to mention 
such contributions as those made by G. H. 
Mead, Lewin, Angyal, Snygg, Tolman, 
Krech, and Leeper, but makes not a single 
reference to the work of such psychother- 
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apeutic theorists as Freud and Rank from 
whose formulations the theoretical frame- 
work of his own school of nondirective 
therapy directly descends. 

It may be noted, in conclusion, that the 
criticisms of this paper do not apply to 
every point that Rogers makes in his presi- 
dential address, since many of his form- 
ulations are sound and valuable. Nor 
certainly are these criticisms directed 
against the very real contributions that 
nondirective therapists have made to psy- 
chotherapeutic practice. It is felt, how- 
ever, that the extremism of Rogers’ stated 
viewpoints, as well as his implication that 
long known findings relating to the or- 
ganization of personality are the exclusive 
discoveries of recent nondirective re- 
searches, do dubious justice and service 
to nondirective therapy in particular and 
psychotherapy in general. 
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Almost five years have passed since the 
writing of a previous paper‘) which pre- 
sented a preliminary critique of nondirec- 
tive methods of counseling and psycho- 
therapy. During this period we have been 
continuously engaged in an attempt to 
further evaluate the nature, indications and 
contraindications, and validity of nondi- 
rective methods in relation to more direc- 
tive methods. Due to the fact that we 
have been principally engaged in active 
clinical practice with few facilities for in- 
tensive research, the opinions to be pre- 
sented are admittedly qualitative and based 
upon clinical judgment. However, it has 
been possible to experiment clinically with 
all types of methods in a practice which 
has included almost every type of psy- 
chopathological syndromes. In _ general 
there has been good opportunity to utilize 
the various methods with relatively serious 
or advanced cases since in rural practice 
referrals are rarely made until all other 
methods have failed. From the clinical 
viewpoint, the ultimate test of any method 
is how well it works out in actual practice 
under the most trying conditions. The 
purpose of this paper is to summarize our 
experience with nondirective methods both 
from theoretical and clinical viewpoints. 


THEORETICAL CONSIDERATIONS 


Basic Theory. It is probably not unfair 
to Rogers to point out that his theoretical 
presentations have extended much further 
than could be actually supported by the 
available research data. It is not the pur- 
pose of this paper to engage in controversy 
concerning the validity of all the details 
of his theoretical argument as presented in 
his basic sources“: 5» ©- However, in the 
interests of scientific validity. and since 
most students will not have the perspec- 
tive to evaluate each point critically it 
seems necessary to point out with Rog- 
ers”) that there is great need “to differ- 
entiate between a hunch, a clinical opinion, 
an opinion partially backed by research, 


and a conclusion that is pretty well estab- 
lished by research. There is no doubt that 
we do not always make the distinction 
clear.” Rogers” has recently adopted 
the position that “the truth is mot ad- 
vanced by argument” and has courteously 
declined to become involved in discussions 
concerning the details of his theory, pre- 
ferring to concentrate on research as “the 
one method of approach which will be oi 
help to all concerned.” While appreciating 
the validity of these attitudes expressed 
by Rogers, it is still our opinion that in 
view of the far-reaching claims made in 
support of nondirective methods and in 
criticism of directive methods, it is very 
necessary in the interests of scientific 
responsibility to evaluate these claims. 
Since there is no immediate prospect that 
sufficient research resources will become 
available during the next few years to 
accomplish this objective validation, it ap- 
pears necessary to accomplish a prelimi- 
nary evaluation based on clinical ex- 
perience. 

It has been particularly disturbing to 
some that many of the research reports 
on nondirective therapy (and particularly 
those by students) have been written and 
discussed in a style charged with emo- 
tiunal overtones and betraying an over- 
enthusiastic and _ uncritical acceptance 
which not unfairly has been characterized 
as bordering on cultism. Although direc- 
tive methods are condemned, little objec- 
tive evidence concerning the claimed de- 
fects and contraindications has been pre- 
sented. In fact, in view of Rogers’ public 
statements on the nature of and training 
for nondirective methods, there is some 
question whether most nondirective ther- 
apists have had any adequate training or 
competency in the use of any other method 
but their own. As _ pointed out else- 


where“) many of the Rogerian arguments 
against directive methods appear to be 
little more than straw men erected upon 
rather shaky theoretical foundations. Be- 
cause of the tremendous current popularity 
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of nondirective methods and the great im- 
portance of insuring that students will have 
sound theoretical training, it appears to 
be of the utmost importance that all meth- 
ods of therapy be very critically evaluated 
to prevent the widespread dissemination 
of concepts of doubtful validity. 


Growth Principles. Recent Rogerian 
theory has placed increasing emphasis on 
growth principles in personality which, if 
unblocked by successfully dedling with 
emotional problems, may be depended 
upon to result in therapeutic progress as 
the person reaches his own solutions. This 
reliance upon homeostatic processes is not 
distinctively new with nondirective meth- 
ods but underlies all “passive” methods 
and is probably implicit in both confes- 
sional and “faith” cures. Although con- 
clusive evidence is not available, ex- 
perience with psychoanalysis, cathartic 
methods, and the confessional appears to 
indicate that growth principles cannot be 
depended upon to inevitably produce a 
beneficial therapeutic result. Freudian 
recognition of this fact led to the postula- 
tion of the death instincts which may 
roughly be equated with katabolic factors 
in biologic theory. Recent developments 
in brief psychoanalysis appear to support 
the tentative conclusion that pathologic 
or destructive factors in personality will 
frequently require a much more active or 
directive handling than is possible with 
nondirective methods. 


Therapy and Democratic Principles. At- 
tempts to associate nondirective methods 
with the ideology of democracy.) appear 
to be inconsistent with the principles of 
scientific method and indefensible. The 
facts and methods of modern clinical 
science must stand on their own validity 
independent of whether they are consistent 
with any political ideology. The attempt 
to validate nondirective methods or to dis- 
credit directive methods on the grounds 
that they are respectively “democratic” 
or “undemocratic” is scientifically unten- 
able and indicative of emotional bias. 


Flexibility of Method. The uncompro- 
mising rejection by Rogers and his princi- 
pal pupils of all methods except their non- 
directive system is disturbing to many 
who believe that elasticity and flexibility 
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is the keynote of modern therapy. Eclec- 
ticism is the characteristic of the most 
responsible elements in modern medicine. 
Although some of the younger supporters 
of nondirective methods have privately 
expressed an inclination in the direction 
of eclecticism and flexibility, it is regretta- 
ble that a more definite statement has not 
been made by Dr. Rogers concerning his 
position. 

Objective Research. To Rogers and his 
pupils must go great credit for having 
pioneered in the application of scientific 
methods to the analysis of what takes place 
in therapy. It is of critical importance, 
however, to recognize that research pub- 
lished to date covers only very limited 
aspects of the total problem and that any- 
thing which might constitute an objective 
validation of nondirective methods is al- 
most totally lacking. As emphasized by 
Hathaway, existing research has been 
primarily concerned with objectively re- 
porting what goes on in nondirective ther- 
apy, with analysis and classification of 
therapeutic relationships. In the absence 
of satisfactory criteria of progress in coun- 
seling and psychotherapy, it has been diffi- 
cult or impossible to secure any objec- 
tive validation of the actual therapeutic 
effects of any method of psychotherapy. 
Before ascribing beneficial effects to any 
method of therapy, it is absolutely neces- 
sary to rule out the effects of a large num- 
ber of extraneous factors common to all 
therapeutic relationships and which must 
be taken as a least common denominator 
against which all other presumed thera- 
peutic factors must be weighed. Some of 
the clinical reports of nondirective methods 
have been characterized by considerable 
naivete in uncritically crediting nondirec- 
tive methods with curative results whicn 
may not have actually occurred. Nondirec- 
tive methods have now been in use for long 
enough periods so that their clients are be- 
ginning to turn up for further treatment 
elsewhere. The fact that a considerable 
group of nondirectively treated, but un- 
cured, patients is beginning to accumulate, 
simply confirms the well-accepted fact that 
all methods have their limitations and that 
there can be no universal panacea. The lit- 
erature on nondirective methods would be 
much more scientifically convincing if it 
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placed greater emphasis on reporting limit- 
ations as well as strengths and if it included 
more detailed considerations of the many 
failures which are known to exist. We shall 
not attempt to discuss such failures in 
this report, since it would not be fair or 
scientifically objective to judge the evi- 
dence except in its fullest context. 

It is difficult to understand how non- 
directive methods can ever be objectively 
validated except in the presence of the 
most detailed diagnostic studies to deter- 
mine the nature and aetiological causes 
of the pathological process presumed to 
exist before the beginning of treatment. 
The present status of psychotherapeutic 
methods must be recognized as one of 
total confusion, due largely to failure to 
conduct adequate diagnostic studies in 
order to positively identify the nature and 
severity of the pathological process being 
dealt with. Although the point appears 
so elementary as to be axiomatic, it is first 
necessary to be absolutely certain that one 
is dealing with a real pathologic process. 
In order to evaluate any method of ther- 
apy, the possibility of diagnostic errors 
must be rigorously eliminated since it is 
known that the claims for most patent 
medicines are based upon the reporting of 
cures on people who were never sick at 
all. Similarly, the counseling of “normal” 
people and college students is an enor- 
mously different proposition from psycho- 
therapy with people who are genuinely in- 
capacitated by malignant psychic proc- 
esses. 

An apt analogy may be drawn between 
the evaluation of psychotherapy and of 
cancer therapy. The latter field was an 
utterly confusing mass of claims and 
counterclaims until certain objective 
standards were established for the evalua- 
tion of claims. These standards insisted 
upon the rigorous determination of (a) 
the pathological identification of the mor- 
bid process by both gross and microscopic 
methods, (b) the rating of the malignancy 
of the pathological process by certain ob- 
jective standards, and (c) the establish- 
ment of criteria for cure, usually expressed 
in the number of years free of any de- 
monstrable lesions, i.e. a 10 year cure. Such 
objective standards or criteria for the re- 
sults of psychotherapy can never be valid 





FREDERICK C, THORNE 


in the absence of the most intensive diag- 
nostic studies so that the rationale of the 
treatment methods is proven. 

While existing research methods and 
results are very commendable and must 
not be disparaged, their limitations and 
inadequacies in the matter of validating 
nondirective methods must be clearly rec- 
ognized. In this matter, we do not claim 
that directive methods have been any bet- 
ter validated but simply insist that all 
concerned must consciously and publicly 
admit the limitations of all current meth- 
ods. Before research results can be validly 
interpreted, evidence must be presented 
concerning the nature and degree of malig- 
nancy of the pathological process being 
treated as well as a plausible explanation 
for the dynamics of the therapeutic proc- 
ess. 

CLINICAL EXPERIENCE WITH 
NONDIRECTIVE METHODS 


Unfortunately we are unable to provide 
objective research data concerning our 
experience with the application of nondi- 
rective methods to a typical cross-section 
of case material encountered in private 
practice. However, clinical impressions 
have been accumulated from a sample of 
more than 200 unselected cases in which 
nondirective methods were more or less 
intensively experimented with. For the 
purpose of this study, nondirective meth- 
ods were consistently used in initial con- 
tacts with each case to determine their ap- 
propriateness and their use was continued 
until circumstances or clinical judgment 
indicated their abandonment in favor of 
more active methods. At the beginning 
of this study it was hoped that some in- 
tensive analysis of clinical data could be 
made, but the exigencies of private prac- 
tice soon interrupted any uniform scienti- 
fic procedure due to the compulsion to 
utilize any and all methods which might 
eventuate in therapeutic progress. This 
report must therefore be limited to brief 
statements of opinion concerning the in- 
dications and contraindications of nondi- 
rective methods in the various clinical 
syndromes. 

Minor personality ‘problems (37 cases). Non- 
directive methods seemed most useful with this 


group. Fourteen cases were carried to com- 
pletion using nondirective methods alone; in 
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the remainder, more directive methods were 
used at specific points in counselling for specific 
indications. 


Transient personality reactions to acute stress 
(6 cases). Nondirective methods were utilized 
to elicit the problem. Four cases were able to 
terminate treatment after simply ventilating 
their problems; two cases were advised con- 
cerning possible solutions, one accepted the 
advice and the other continued in his plans for 
divorce. 


Psychoneurotic syndromes: 

a. Acute anxiety states, (9 cases). Nondirec- 
tive methods occasionally gave symptomatic 
relief, but only inconstant permanent re- 
sults. Six cases were transferred to inten- 
sive active therapy. 

b. Phobic reactions, (3 cases). Nondirective 
methods not effective in 2 cases; third case 
treated with combination of directive and 
nondirective methods with partial remis- 
sion. 

c. Conversion reaction, (2 cases). Nondirec- 
tive methods unsatisfactory with hysterical 
aphonia (treated 3 weeks) and hysterical 
paralysis (2 weeks). Both cases sympto- 
matically relieved with suggestion tech- 
niques. 

d. Dissociation reaction, (1 case). Cleared 
up spontaneously with nondirective han- 
dling. 

e. Obsessive-compulsive reaction, (2 cases). 
One severe case unimproved either with 
directive or nondirective methods ; one case 
improved in combination with directive 
after nondirective alone had produced no 
results in 4 interviews. 

f. Hypochondriacal reactions, (8 cases). Non- 
directive handling appeared to reduce emo- 
tional instability; pts. became less tense, 

“but symptoms did not disappear usually 
until depth analysis and interpretation. 

g. Neurotic depressive reaction, (3 cases). 
Most of these cases resolved themselves as 
situational factors were ameliorated. Non- 
directive handling facilitated emotional ex- 
pression, however reassurance also very 
effective. 

h. Somatisation syndromes, (19 cases). Non- 
directive handling appeared to reduce anx- 
iety but did not dispel symptoms until 
depth analysis and medical explanations 
provided reassurance that disorder was 
functional. 

i. Mixed reactions, (12 cases). Many of these 
cases were chronic with severe syndromes. 
Nondirective methods used in early stages, 
but usually replaced with depth analysis, 
interpretation, and other methods. 


Pathological Personality Syndromes. 
a. Pathologic personality types, (7 cases). 
Four schizoid personalities, 1 paranoid and 
2 cyclothymic personalities were handled 
nondirectively during initial contacts while 
relating problems and expressing emotional 
attitudes. Directive methods used later to 


interpret their reactions. : 
b. Pathologic social syndromes, (8 cases). Six 
psychopaths, one addict and one criminal- 
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istic personality were all unresponsive to 

both nondirective and directive therapy. 

c. Overt sexual deviate*reactions, (4 cases). 
Nondirective methods used to gain their 
confidence. Directive methods used to 
teach them not to be socially conspicuous 
or nuisances. 

d. Immaturity syndromes, (3 cases). Non- 
directive methods very useful in one severe 
case who reacted to any threat by entering 
a dazed state. Later, directive methods 
used in “total-push” to provide protection 
and supervision during long training 
period. 

Mental Deficiency Syndromes, (24 cases). Per- 
sonality problems in these cases handled first 
nondirectively to establish rapport and later 
directively to get them to carry out desired 
programs. 


Psychotic Syndromes. 

a. Schizophrenic syndromes, (8 cases). Non- 
directive methods rarely effective except on 
superficial levels to build rapport, minimize 
negativism, etc. Institutionalization, shock 
therapy, etc. 

b. Paranoid state, (1 case). Nondirective 
handling seemed to reduce suspicion and 
hostility. Later institutionalized. 

c. Affective syndromes, (7 cases). Four acute 
involutional states, one excitement and two 
depressions, all apparently unaffected by 
nondirective handling. Electroshock later 
produced rapid remission. 

d. Psychoses due to infections, (3 cases). Two 
cerebral lues and one postencephalitic un- 
affected by nondirective handling as would 
be expected. 

e. Psychoses with exogenous poisoning, (3 
cases). All these alcoholic psychoses re- 
quired more than nondirective handling. 

f. With arteriosclerosis or senility, (4 cases). 
All required directive handling. 


Alcoholism without Psychosis, (7 cases). These 
cases handled nondirectively, usually in co- 
operation with Alcoholics Anonymous where 
possible, to minimize defensiveness and hos- 
tility. However, directive supervision in acute 
phases usually necessary. 


Convulsive Disorders, (36 cases). Nondirective 
handling tended to reduce irritability but had 
to be intensively supplemented with medication 
and directive supervision. 


It is admitted that the above data have 
suggestive value only. The numerical 
distribution of case results has no sig- 
nificance because of the uncontrolled con- 
ditions. The small number of cases in 
each category, and the lack of rigidly con- 
trolled procedure make impossible any 
reliable or valid analysis of results. How- 
ever, a number of tentative conclusions 
may be stated based on the totality of 
clinical impressions. First, it will be 
noted that nondirective methods appear to 
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have more valid application with the minor 
personality problems and transient reac- 
tions to acute stress. With the more severe 
syndromes of psychoneuroses, patholog- 
ical personalities and psychoses, nondirec- 
tive methods were rarely the method of 
choice and were used only for limited 
objectives to supplement more directive 
methods. Second, nondirective methods 
were most commonly used in initiating 
therapeutic contacts, to build up rapport, 
to elicit the case history in uninterrupted 
manner, and to facilitate emotional ex- 
pression. Thirdly, consideration of all the 
various types of syndromes encountered 
emphasizes the importance of diagnostic 
studies in evaluating counseling and psy- 
chotherapy. It immediately becomes ap- 
parent that a wide variety of methods 
are indicated for 4 wide variety of different 
conditions. Finally, although it might be 
argued that nondirective methods had not 
been carried out intensively enough to 
give them a fair trial, and also that they 
were perhaps not executed with maximum 
proficiency, we believe it fair to state 
that they were applied as conscientiously 
as possible in the situation of private prac- 
tice where it is necessary to compromise 
between many different pressures. The 
conclusion from this preliminary qualita- 
tive appraisal of nondirective methods is 
that they are of very definite value for 
certain specific indications but that they 
have no universal validity as a complete 
system of therapy. With minor person- 
ality reactions, and in the presence of 
unimpaired resources, nondirective meth- 
ods may be sufficient. But with the more 
severe psychoneurotic and psychotic syn- 
dromes, nondirective methods operate only 
on superficial levels and are of only 
limited value. 


PosITIVE FAcToRS IN NONDIRECTIVE 
THERAPY 


Creating Rapport. Almost without excep- 
tion in our clinical practice have we found 
that nondirective methods were the tech- 
nique of choice in initiating contacts with 
the client and building up rapport. Rogers 
has been correct in his insistence upon 
the importance of creating a permissive, 
accepting atmosphere which is a basic re- 
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quirement of all therapy. The nondirec- 
tive method operates almost as a projec- 
tive technique whereby the client can sat- 
isfy a variety of needs in a situation which 
is primarily determined by the needs of 
the client. Nondirective methods are in- 
dicated in the early phases of treatment 
beforé any plan of treatment or directive 
methods can be rationally developed. 


Eliciting the Story. Whatever the sig- 
nificance which may be attached to the 
case history, the fact remains that the 
client must verbalize his experiences and 
reactions before they can be dealt with on 
conscious levels. In general, our expe- 
rience is that this can be accomplished 
most readily with nondirective methods 
which do not interfere with the expression 
of the client concerning his most urgent 
problems. 


Transference Relationships. Although the 
question of transference relationships has 
not yet been adequately discussed in rela- 
tion to nondirective methods, it has been 
our experience that these methods are 
conducive to the development of transfer- 
ence relationships which can be manipu- 
lated actively or passively according to 
individual judgment. One of the values 
of nondirective methods may be the man- 
ner in which such transferences are ‘ 
handled permissively and in a nonthreat- 
ening manner which operates to reduce 
defensiveness. 


Client Independence. The advantages of 
placing responsibility as far as possible on 
the client are very great since they result 
in maintenance of a healthy independent 
state. However, the law of diminishing 
returns frequently operates to limit the 
amount of freedom which can be given to 
the client. In other words, if the client 
shows reasonable progress when handled 
nondirectively, it seems indicated to con- 
tinue with this method. If, however, a 
therapeutic impasse is reached in which 
the client fails to achieve desired thera- 
peutic goals within reasonable periods, 
then it is indicated to apply more and more 
active methods until everything possible 
has been done to accomplish the desired 
result. 
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INADEQUACIES OF THE NONDIRECTIVE 
METHOD 


General Considerations. Based on a clin- 
ical experience derived from a private 
practice in which the major objective is 
to get the client well by any known 
method, it is our opinion that the indica- 


tions for being relatively directive or non- . 


directive are distributed according to the 
normal probability curve with only ex- 
treme cases being amenable to either com- 
pletely directive or nondirective methods, 
and with the average case being best 
handled with a judicious combination of 
both methods. We have encountered only 
a few cases, usually those with minimal 
personality problems, which could be 
handled adequately with exclusive use of 
nondirective methods. In the majority 
of all cases, and basing decisions upon our 
best clinical judgments, there sooner or 
later occurred clear indications for direc- 
tive intervention which im all instances 
was reduced to a minimum. In the words 
of an experienced colleague : “There come 
moments when the weight of clinical ex- 
perience dictates active interpretation or 
directive handling.” In our opinion, there 
are clear indications and contraindications 
for both directive and nondirective meth- 
ods which are determined by the dynamic 
evolution of the therapeutic relationship. 
To be nondirective in a situation indicating 
direction is just as much of a clinical error 
as to be directive in situations requiring 
nondirection. It appears that the inflex- 
ibility of the Rogerian method is a definite 
inadequacy if it is rigidly adhered to irre- 
spective or the dynamic indications of the 
therapeutic process. In other words, we 
have experienced many situations in clin- 
ical practice where to be nondirective was 
to violate our best clinical judgment. 


Economy of Time and Energy. Rogers? 
has himself recognized the time consuming 
nature of the nondirective method in cer- 
tain situations where the client is allowed 
to take unlimited time in dealing with 
what may be superficial or inconsequen- 
tial details. We have worked with patients 
who will continue on superficial levels 
indefinitely perhaps never coming to grips 
with basic problems unless they are direc- 
tively stimulated in desired directions. 
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Other clients tend to ramble in circular 
trends, reproducing certain complexes ad 
infinitum and apparently persisting in a 
therapeutic cul-de-sac. 

Some clients become consciously aware 
of the inefficiencies of planless nondirec- 
tive interviews, ¢.g., the client who stated: 
“You aren’t going to make me continue 
stumbling around wasting time when you 
could get me back on the track so easily ?” 
In our experience, the therapeutic process 
may frequently be greatly telescoped by 
judicious directive handling which deals 
effectively with problems as they arise. 
Some clients seem able to comprehend 
the principles of nondirective counseling 
very quickly and to move ahead rapidly, 
achieving genuine progress through 
growth processes. Other clients, however, 
frequently become bogged down with non- 
directive handling, and sometimes com- 
pletely avoiding known areas of malad- 
justment. 


Emotional Overexpression. In disorders 
characterized by exaggerated self-aware- 
ness and uninhibited self-expression, non- 
directive methods may reinforce preoccu- 
pation with one’s self if certain trends are 
allowed to be indefinitely repeated. Freud 
early recognized that catharsis alone rarely 
effects a complete cure since too often 
the client makes the round interminably 
and repeating his trouble to any who will 
listen but failing to show any positive ther- 
apeutic result. Rank‘ states that his de- 
velopment of relationship therapy occurred 
following the recognition of the fact that 
many clients are not improved even after 
they have completely explored the facts 
leading up to current disability and are 
able to express their feelings uninhibitedly. 
It should probably not be assumed that 
free expression of feelings in a permissive 
environment is inevitably beneficial. On 
the contrary, there would appear to be 
definite indications for interrupting too 
free or repetitious emotional expression 
by directive intervention or more drastic 
methods such as electroshock. 


Correcting False Beliefs. We know of 
only a few life situations in which it is 
desirable to allow a person to hold false 
beliefs uncorrected. One of these situa- 
tions is in intelligence testing where the 
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testee is encouraged to believe he is doing 
well and errors are left uncorrected. Po- 
lite society is also a situation in which it is 
frequently considered untactful to openly 
correct false beliefs.« In psychotherapy, 
one of the principal objectives is to iden- 
tify erroneous conceptions and to modify 
them in the direction of greater consis- 
tency with reality. Nondirective methods 
may be sufficient in some cases to permit 
the client to discover the truth for him- 
self but in more grave disorders with 
depth problems, failure to interpret false 
beliefs may lead the client to assume 
that his incorrect views are tenable and 
realistic. 


Client Responsibility. In view of the no- 
torious unreliability of mental patients, 
it may constitute a grave clinical error to 
take their words or actions at face value. 
Lacking insight and self-control, the men- 
tal patient is frequently unable to give 
any true picture of his problems and status 
and usually is brought for consultation 
by other persons with more or less co- 
operation from the person himself. Failure 
on the part of the therapist to make in- 
dependent inquiries from other sources 
concerning the patient’s real status may 
result in grave diagnostic and therapeu- 
tic errors if the true facts are never un- 
covered during treatment. The present 
writer has suffered the embarrassment on 
many occasions of making serious errors 
through failure to make an_ intensive 
enough inquiry to elicit facts which were 
the keynotes of rational therapy. This 
type of error is particularly apt to occur 
in nondirective therapy where the client 
is allowed to regulate the process and may 
succeed either deliberately or unconscious- 
ly in concealing or distorting critical facts. 
In one instance we treated a neurotic 
war veteran for three months by the non- 
directive method and were at the point of 
discharging him as cured when by the 
sheerest coincidence we happened to learn 
the true story of grave maladjustment 
which the client had never even hinted 
at during therapy. 

In our opinion, the concept of client 
responsibility is valid in the general con- 
duct of therapy only when it can be 
demonstrated that the client possesses 
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sufficient insight and resources to achieve 
therapeutic progress. Probably it is pos- 
sible to state a general rule that the in- 
dications for directiveness vary in inverse 
relation to the client’s resources, t.e. the 
more malignant the pathological process, 
the less able is the client to deal with it 
unassisted. No general rule concerning 
when to be directive or nondirective can 
ever be valid in all situations. What is 
done must be related to the indications 
of each specific situation. 


DIscuUSSION 


The discussions presented in this paper 
are not intended as a complete critique of 
nondirective methods but only to empha- 
size points which have not been presented 
in detail elsewhere. We are still in basic 
agreement with the conclusions reached 
in our preliminary paper of 1944, and 
of the opinion that passive methods of 
therapy are generally being abandoned 
in favor of more active techniques. This 
is not to depreciate the values of nondi- 
rection in limited situations but merely 
to emphasize that these methods do not 
constitute a complete system. It is to be 
hoped that the near future will witness 
an eclectic integration of all methods with 
the abandonment of efforts to establish 
complete systems or schools based on 
such artificial differentiations as the ac- 
tiveness or passiveness of any particular 
technique. In our opinion, the essential 
prerequisites for any valid system of ther- 
apy must include intensive aetiologic and 
diagnostic studies and the establishment 
of valid criteria of progress. At the 
present stage of evolution, it must be 
recognized that no method of therapy 
has been objectively validated in relation 
to its nature, indications and contraindi- 
cations. 


SUMMARY AND CONCLUSIONS 


This study has reported clinical im- 
pressions derived from the nondirective 
handling of more than 200 unselected 
cases encountered in private practice in- 
cluding all types of disorders. In our 


opinion, nondirective methods constitute 
an important technological advance but 
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cannot be considered to represent a com- 
plete and unique system applicable to all 
clinical situations. Rogers has made an 
important contribution in analyzing and 
quantifying what takes place in interviews 
conducted according to his methods, and 
these research methods may provide a 
pattern for investigating other methods 
of therapy. Major criticisms are directed 
against his theoretical presentations which 
have involved conclusions and claims ex- 
tending far beyond what has been actually 
established in research. In view of these 
scientifically unsupported claims, it has 
seemed important to insist upon detailed 
review of the theoretical foundations of 
nondirective therapy. It is proposed that 
the time has come to abandon the attempt 
to establish schools or systems based on 
such artificial classifications as “active,” 
“passive,” “directive” or “nondirective” 


in favor of a genuinely eclectic approach 
which would seek to relate all known 
methods with ernphasis on seeking to 
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understand their nature, indications and 
contraindications. 
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THE OCCUPATIONAL ADJUSTMENT OF THE 
PSYCHONEUROTIC VETERAN 


SAMUEL J. SPROL 
Baltimore Regional Office, Veterans Administration 


PROBLEM 


In response to the recent appeal made 
to employers during National Employ 
the Handicapped Week, a prominent in- 
dustrialist replied, “I can find a place in 
my organization for any disabled veteran 
except a psychoneurotic. I can’t afford to 
have him around.” Although this was 
the statement of only one employer, it 
does raise the question as to what the 
present attitude of employers is toward 
hiring psychoneurotics. 


EMPLOYER'S ATTITUDES 


To determine if employers generally do 
refuse to employ psychoneurotic veterans 
and to enumerate the reasons most fre- 
quently given for their refusal in those cases 
in which they do, a survey was made of a 
large number of employers in the Balti- 
more area. Thirty-one Training Officers 
of the Education and Training Section 
of the Veterans Administration, Baltimore 
Regional Office, who daily contact em- 
ployers in an effort to secure training 
opportunities for disabled veterans, were 
asked to state the attitude of the em- 
ployers they contact with respect to the 
hiring of veterans with neuropsychiatric 
disabilities and to list the reasons most 
often given by employers for not wanting 
to accept this particular group for training 
or job placement. 

Without exception, these Training Off- 
cers’ reports show that employers, in gen- 
eral, do question the suitability of the 
disabled veteran with a nervous condition 
for every kind of a job. The most com- 
mon reasons given by these employers for 
refusing to employ psychoneurotic vet- 
erans are listed in the order of frequency 
in Table No. 1. The findings indicate 
that the average employer has very little 
knowledge about nervous disorders. The 
presence of a nervous or mentally ill 
worker in his shop or office would be 
confusing and frightening to him. Since 
he does not understand the limitations 
produced by nervous disorders, he has no 


‘patience for the psychoneurotic veteran's 


irritableness, sensitiveness, emotional up- 
sets, physical complaints, lack of enthu- 
siasm, ete. 


TasBL_e 1. The most common reasons why em 
ployers refuse to employ neuropsychiatric vet- 
erans 











Rank 
Parry 

Veteran is subject to changes in mood, argu- 
mentative, temper tantrums, sullenness.... | 
Cannot get along with other employees...... 2 


Apprehension as to reaction of customers 
toward that type of employee aiid subse- 
quent loss of business or faith in business 


CUTIE ooo 5. a Se RS 3 
Lack of ambition, initiative to do a job...... 4 
Fear that noise, odors, machines, etc., will 

affect mental stability ................... 5 


Trainer is afraid his personality will conflict 
WHET THAE-GE VOREERT i ook cock ce eeess 6 


Always changing their minds............... 7 
Always wants to go to the Veterans Admin- 

istration with complaints ................ 8 
— to endure physical strain required by 

MRE ha cies BRL AE AREAS eee haan 9 
Increase in accidents and subsequent increases 

in insurance compensation ............... 10 
Refuse to work on the slightest pretense .... 11 
Absent from work too frequently........... 12 
WOME WINE iiod divas ba ead Paks Coaiuns Weis od 13 
Have to be “babied” and do not “fit in”. ..... 14 
CRC We SNUG eo i es eds conc vices ane 15 
Lack sense of responsibility................ 16 


Too dependent, take too much time of the 
employer and other employees to help them 17 


Fear of reactions and violence.............. 18 
I EU eee e eas os gocy coca 19 
Feel too sorry for themselves....... RAS AS 20) 





The Veterans Administration has recog- 
nized the difficulties that must be overcome 
in order to successfully absorb the handi- 
capped veteran into industry. Special 
services have been set up for the veteran 
with an orthopedic disability, the deafened, 
the tuberculous, the cardiac, the blinded. 
and for the many other types of handi- 
caps, as well as for the psychoneurotic. 
These services include vocational guid- 
ance, personal counseling, training super- 
vision, social service and mental hygiene. 
Every disabled veteran in training under 
the provisions of Public Law 16, who has 
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gone through the process of complete 
vocational advisement, has been assigned 
to a job in keeping with his intelligence, 
character traits, aptitudes, skills, physical 
well-being, and interests and is supervised 
periodically by Training Officers who un- 
derstand the veteran’s problems. Each 
veteran is referred to the Medical Depart- 
ment, Mental Hygiene Clinic, Social Serv- 
ice Worker, or the Personal Counselor, as 
assistance is neded to help him get along. 


VocATIONAL ADJUSTMENT 


When advised and counseled by skilled 
Vocational Advisers, placed in the proper 
job with an understanding employer, and 
supervised by helpful Training Officers, 
does not the psychoneurotic veteran make 
just as good an adjustment training on a 
civilian job when given a_ reasonable 
amount of time to adjust as the non-psy- 
choneurotic disabled veteran? To test 
this hypothesis, a random unbiased selec- 
tion was made of a group of psychoneu- 
rotic trainees and a group of non-psycho- 
neurotic trainees. Both groups entered 
job training about the same time and had 
a reasonable amount of time since enter- 
ing training on-the-job to make an occu- 
pational adjustment. The trainees with 
ratings for neuropsychiatric disorders 
constitute “Group A.” The control 
“Group B” consists of trainees with dis- 
ability ratings non-psychoneurotic in 
nature. 

Because there are many factors such as 
degree of disability, age, school back- 
ground, marital and dependent status, 
which undoubtedly play a part in the ad- 
justment of any handicapped veteran to a 
civilian job, an effort was made to equate 
the two groups with respect to these varia- 
bles. The total number of cases remain- 
ing in each of the two groups after equat- 
ing for the above factors was 106. The 
average trainee in each group was 25 years 
old and had completed the ninth grade. 
Variation within the two groups with 
respect to these factors and with respect 
to dependency status and degree of dis- 
ability has been held to a minimum. Every 
veteran in each of the two groups had 
been advised and placed in training by 
means of established Veterans Adminis- 
tration procedures. Only those trainees 
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were included in either group who were 
placed in “training on-the-job” between 
January and July, 1946. 

An intensive study was made by the 
writer of each veteran’s training file from 
the time he entered training until Sep- 
tember 1, 1947. Every letter, memoran- 
dum and progress report was scrutinized 
for information concerning the individual's 
adjustment. The monthly reports of 
progress of veterans in training, pre- 
pared by the Training Officers who super- 
vised the trainee, were the chief source 
of information. The average number of 
reports available for each veteran in both 
the experimental and control groups was 
seven. When the evidence indicated that 
the psychoneurotic veteran had made a 
satisfactory adjustment to job training at 
least for one year and was still doing 
so, the job title and industry were noted. 

When collected, summarized, and 
analyzed, the data provide answers to 
the following problems: 


1. Given a reasonable time in an on-the- 

job training situation, do the psy- 

choneurotic veterans differ significantly 
from other groups of handicapped vet- 
erans in occupational adjustment ? 

How do the two groups compare as to 

the kinds and frequency of difficulties 

as reported by their training super- 
visors ? 

3. Do the psychoneurotic veterans need 
to be revaluated to a different training 
objective more frequently that non- 
psychoneurotic trainees ? 

4. At what jobs and in what industries 

are the psychoneurotic trainees mak- 

ing a satisfactory adjustment ? 

Are the Mental Hygiene and Medical 

Facilities being utilized by the psy- 

choneurotic trainees in assisting them 

with their difficulties ? 


bo 


mn 


VOCATIONAL STABILITY 


Table 2 presents a comparison of the 
psychoneurotic trainee with the non-psy- 
choneurotic trainee with respect to the 
number of revaluations to new training 
objectives made during the period of the 
experiment, July 1, 1946, to September 1, 
1947; the number of veterans in each 
group remaining in training on the same 
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job over a period of one year and for 
whom all progress reports have been satis- 
factory ; the number of trainees for whom 
progress reports have not been satisfac- 
tory; and the number who are no longer 
in training. 

TABLE 2. Occupational adjustment data for psy- 

choneurotic and non-psychoneurotic trainees 








P.N. Non-P.N. 
Trainees Trainees 





Number of veterans in training as 


OE eS. UO oss dace vee 106 106 
Number of veterans in training as 

of September 1, 1947.......... 85 91 
Number of veterans no longer in 

IN Ce na 21 15 


Number of veterans reported. by 
VA Training Supervisors as 
having some type of on-the-job 
difficulty during the period July 
1, 1946 to September 1, 1947... 

Number of veterans making a 
satisfactory adjustment in a 
training objective—period of 
one year or longer.......... 51 78 

Number of veterans revaluated 
because of on-the-job difficulties 


55 28 


ners CE PORE os 6s os 65:0 30s ns 23 13 
. Number revaluated more than 
once during the past year...... 4 0 





Statistical techniques are not necessary 
to establish the facts that Table 2 presents. 
The trainee with a neuropsychiatric dis- 
ability does not compare favorably with 
other handicapped trainees in making a 
satisfactory job adjustment. It is the 
opinion of the writer that the period of 
one year arbitrarily established to measure 
job adjustment is a reasonable one. The 
difficulties encountered by the nervous 
veteran in training necessitated the reval- 
uation of twenty-three veterans to different 
kinds of jobs at least once and in the 
case of four veterans, two or more reval- 
uations were made during the year. The 
conclusion is therefere in favor of the 
handicapped non-psychoneurotic veteran. 


NATURE OF DIFFICULTIES 


The monthly reports of progress in 
training which were the source of informa- 
tion for obtaining data as to job difficul- 
ties provide an opportunity for us to see 
the employer’s viewpoint, the trainee’s 
viewpoint and the training supervisor's 
viewpoint. The difficulties reported for 


both Groups A and B and the frequenc) 
with which each difficulty was reported ar: 
summarized in Table 3. 


TasLe 3. A comparison of on-the-job trainin, 
dificulties of P.N. with non-P.N. trainees as 
reported by V.A. training supervisors 








Frequency 
Difficulty Reported 
P.N. Non-P.N. 
Veterans Veterans 





Difficulty Reported 





Absent because of illness and 
unreasonable amount of time.. 22 8 

Unauthorized absence ......... 5 

Late in reporting to work...... 2 

Unsatisfactory home conditions 


affecting work .............. 4 0 
Lack of interest in training pro- 

OE iis sawn aka oR AREER ERASER 6 + 
Rate of production unsatisfac- 

SE kh «bes tae nawecde ses + 
Quality of work, inferior ...... 5 1 
Progress in training program in- 

WING 55 oss os ba ven 15 4 


Learning difficulties (Mech. Ap- 

titude, learning ability, etc.).. 11 
Displays of temper............ 2 1 
Unable to get along with trainor 7 0) 
Unable to get along with other 


nm 


CUINONE 4 noice ec cueet sss 6 1 
Lacks sense of responsibility... 3 0 
Lpcice MMGUSIWO: ons as occ cans ss 2 0 
Uncooperative ......0.....05-. 16 9 
Constantly complains about 

everyone and everything..... 6 1 
Poor general attitude (no spe- 

cific complaint) ............ 4 5 
Drinks on-the-job ............ 1 1 
Veteran reports that job aggra- 

vates disability ............. 5 


Veteran considers job too hard 
for him, but does not consider 


disability is aggravated ...... 6 1 
Veteran states that facility is not 

COMBEIRNNS soo ike Scan 20 1 
Veteran dissatisfied with quality 

of instruction .............. 13 1 
Supervisor reports working condi- 

tions unsatisfactory ......... 1 
Supervisor reports that quality 

of instruction is poor ........ 10 1 
Supervisor reports facility is not 

cooperative ............+2+. 0 





Despite our attempts at proper job 
placement, Table 3 indicates that : 


1. Psychoneurotic veterans frequently are 
being placed in jobs which they feel 
are increasing their nervousness and 
in which employers say they are hav- 
ing learning difficulties. 

Employers seem to understand the 
limitations of, make allowances for, 


i 





ee bet oe ee oe 


“—~ ni + = —-> *~ 45 











and provide instruction and working 

conditions adapted to the needs of the 
physically handicapped more frequently 
than they do the psychoneurotic 
trainee. The complaints made by both 
the psychoneurotic veteran and_ his 
Training Officer as to the lack of co- 
operation on the part of the facilities 
training them substantiate this state- 
ment. 

3. The nature and frequency of the com- 
plaints made by the employers, as 
well as those made by the psycho- 
neurotic trainees and their Training 
Officers, suggest that the fault may 
not be entirely with the employer. It 
indicates that employers are not being 
adequately informed by the Training 
Officers who place the psychoneurotic 
veterans* into their training facilities 
as to the nature of the veterans’ dis- 
ability. Employers must be given in- 
formation in simple, understandable 
language about the type of illness the 
man has so that the employer will 
recognize and understand the veteran's 
limitations and tolerate them. 
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Table 4 is a tabulation of the out- 
patient treatment records of trainees in 
Group A. Treatment was provided by 
the Medical Department and the Mental 
Hygiene Clinic of the Veterans Admin- 
istration Baltimore Regional Office. 

An analysis of Table 4 indicates that 
about 52% of the total group of psycho- 
neurotic veterans have received some type 
of medical out-patient treatment. This 
figure is undoubtedly low since it is recog- 
nized that informal visits are not always 
reported. The fact, however, that only 
sixteen out of the fifty-five psychoneu- 
rotic trainees who were reported as hav- 
fing difficulty in training received out- 
patient Mental Hygiene treatment dur- 
ing the period of training included in this 
study, indicates that only a small per- 
centage avail themselves of the services 
available. The suggestion has often been 
made that a list of suitable vocational ob- 
jectives for training veterans with neuro- 
psychiatric disabilities will be of value to 
those on the “Firing-line” who have the 
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TaBLe 4. P.N. 

under Public Law 16, who received out-patient 

treatment during the period, January 1, 1946 to 
September 1, 1947 


veterans, training on-the-job 








Total number of P.N. Veterans training on- 
BOSOM TRIPE OL Fen TN UE gr 106 

Number of total receiving out-patient treat- 
ment reported by the Medical Department 
between January 1, 1946 and September 
TD, | ggtee Da romans are tr rs fae Bo 25 

Number of total receiving out-patient treat- 
ment reported by the Mental Hygiene 
Clinic between January 1, 1946 and Sep- 


Semen &: TONG. bik vues keedincueewss 20 
Number of cases previously treated by Men- 

tal Hygiene, inactive during period Jan- 

uary 1, 1946 and September 1, 1947...... 10 
Number reported as having difficulties while 

training on-the-job .................-0-- 55 


Number of cases who may have received 
treatment but on whom there are no rec- 
ords of treatment ...................0-. 51 

Trainees having on-the-job difficulties who 
received out-patient treatment reported by 
Medical Department ................... 17 

Trainees having on-the-job difficulties who 
received out-patient treatment reported by 
Mental Hygiene Clinic ................ 16 

Trainees having on-the-job difficulties who 
previously received treatment but inac- 
tive during period January 1, 1946 and 
Sn ae BS ,. ° BERT Re ret ite Cl aeanee 4 

Trainees having on-the-job difficulties on 
whom there is no record of treatment.... 18 





responsibility of rehabilitating this group 
of men. 


SUITABLE PLACEMENTS 


This study produced too few instances 
of successful job adjustment to enable 
the writer to say that certain jobs are 
suitable and certain other jobs unsuitable 
as vocational objectives for various neuro- 
psychiatric categories. We can, however, 
provide a list of jobs in which psychoneu- 
rotic veterans are performing satisfac- 
torily with the hope that this will lead to 
or supplement similar research in other 
localities. It will remain for some cen- 
tral agency to collect and summarize this 
data. 

A list of job titles, with D.O.T. Code 
Numbers and the types of industrial. fa- 
cilities in which veterans with nervous 
disabilities are working and making satis- 
factory vocational adjustments, is found 
in Table 5. 

A study, by the writer, of the jobs in 
which these veterans are employed in rela- 
tion to their disabilities indicates that the 
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Taste 5. Job titles for which P.N. veterans are in training and in which they are making satisfa - 


tory adjustments 











Job Title D.O.T. Type of Industrial Facility 

*Accountant (General)............. 4-98.050 Jewelry Concern 
*Architectural Draftsman ........... 0-48.05 Contractor (Industrial Const.) 
Auto Body Repairman.............. 5-81.510 Auto Body and Fender Repair 
*Auto Mechanic (passenger cars) .... 5-81.010 Auto Sales and Service 
*Auto Mechanic (truck) ............ 5-81.030 Dairy (Light Truck) 
«tuto Upholsterer eeeseesseveseceue 4- 35. 620 Automobile Upholsterer Company 
‘Bookkeeper Dei bis vais oaries sybase ss 1-01.02 Manufacturer of Chemicals 

stat ann pase OTT Eee 5-24.010 Contractor (House Construction ) 
Bricklayer (Firebrick) ............ > 4.010 Steel Company 


*Butcher (Meat Cutter) ............ 
ESE SENN si res oo eee eee 
*Carpenter (Finish) ................ 


tote ese 
ho 
Zs 


“Carpenter (Rough) ................ - -25.150 
WL NOS ee Oe ok -44.010 
*Dry Cleaner and Spotter ........... -57.310 
*Electric Motor Repairman.......... -83.310 
*Electrician (Construction) ......... -97.010 
Electrician (General Repairman) ... 97-020 


*Electrician (Industry) ............. 010 
"Fines cape? (hey obi 6 
General Office Clerk ............... 
Inspector (Plastic Pro.) ........... 
*Interior Display Man .............. 
WR AMIN sa aie io be aae 44 
PREM Bo Sos. a aac eo 
*Maintenance Mechanic ............. 
*Manufacturing Retail Store ........ 
*Mechanical Draftsman ............. 
MD ren F Ons Seay s cos cece owes 
Oil Burner Serviceman ............ 
RN oo bigeye hed se ape eeees 
*Painter, Automobile ............... 
*Painter (Construction) ............ 
Platen Press Feeder ............... 
ic gee RE EP SSSA Si Nemerr aE ae en 
*Refrigeration Mechanic ............ : 
NN ng a eas oy ibaa 
ONE a pete ag cpt rae CDRA Gye > 
SN er i ea ee kee bees 
NNN Sick oes eRe ROS 
*Sheet Metal Worker .............. 
NS I Tae re tee 
Er ey ey 
BR GR rN ery piles 
*Stationary Engineer ............... 


NS 
“NI 
wn 
hn 


wn 
S 
—_ 


-10.013 


-81.551 
-75.010 


z 


NSEAZSSRESS: 


a ee ee 
Ns 


SYNSLENRSALSAYs SReS 


SSGSHRHEELTSSSEERA 
os’s =S=Ssse 


010 


0 ed el — lice ioe A BoA 
' 


ROE NEE Sirs oss bowen ec basnes -30.410 
Pe RR eon ce Ce ae 5-24.410 
*Tool & Die Maker ..............0.. 4-76.210 
sy a ra a pels, 4-35.720 
ON i is ass 4-71.510 


Grocery Store 

Furniture Manufacturing Company 

Hardwood Floor Laying 

House Construction 

Printing Company 

Cleaning and Dyeing Establishment 

Electric Motor Repair Company 

House Wiring 

Electric Generator Repair Company 

Steel Corporation 

Tile Company 

Real Estate 

Plastic Company 

Department Store 

Lock and Key Service 

Mfg. of Elevator Equipment 

Testing and Repair Industrial Scales 

Jewelry Store 

Industrial Design Company 

Silversmith 

Oil Burner Sales and Service 

Optical Company 

Auto Spray Paint Company 

House Painter 

Printing Company 

Plumbing and Heating 

Gas & Electric Company 

Men’s Furnishing Store 

Business Systems Company 

Printing Supplies 

Auto Accessories 

Air Condition 

Manufacturer of Electric Equipment 

Shoe Store 

Sign Painting Company 

Local College 

Refrigeration and Air Conditioning 
Installation 

Tile Company 

Mfg. of Machines, Shop Tools 

Furniture Manufacturer 

Jewelry and Watch Repair 





* Occupations for which P.N. Veterans have been in training longer than one year and no job a 


difficulties have been reported by the employer, supervisor of training, or the veteran. 


veterans who are supposed to be sensi- 
tive to such environmental factors as 
noise, distractions, odors, light, ventila- 
tion, temperature; and to working con- 
ditions, such as working in cramped 
quarters, around mechanical hazards, in 
high places, around electrical hazards, 


working with other people, etc., are mak- 
ing satisfactory adjustments as Dry Clean- | 


ers and Spotters, Auto Mechanics, Elec- 
tricians, Salesmen, Watchmakers, Paint- 
ers, and Sheet-metal Workers. 


The Vocational Adviser must contin- 
uously guard himself against the tempta- 
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tion to categorically avoid the vocational 
objectives which may be contra-indicated 
by the diagnosis upon which the vet- 
eran was awarded compensation. There 
must be a constant awareness that such 
diagnoses are sometimes made after 
superficial examinations, diagnoses which 
might have never been confirmed by a 
thorough psychiatric analysis. 

The data presented here are too limited 
to be conclusive but they do lead the 
writer to present this hypothesis: It is 
neither the physical nor the environmental 
factors of a job with which we should be 
mainly concerned in placing the psycho- 
neurotic into training. Assuming that 
he has the ability, aptitude and interest 
for a particular job, he can make a satis- 
factory occupational adjustment if he feels 
that the employer and people with whom 
he works feel kindly toward him and 
want to help him; and if the employer, 
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in fact, does understand the trainee’s diffi- 
culties. 
CONCLUSIONS 
Management in general continues to 
display a negative attitude toward the 
employment of veterans with neu- 
ropsychiatric disabilities. 
The trainee with an N.P. disorder does 
not compare favorably with trainees 
who have other types of handicaps in 
making a satisfactory job adjustment. 
Psychoneurotic trainees having on-the- 
job difficulties are only availing them- 
selves of the services of the Mental 
Hygiene Clinic to a limited extent. 
Psychoneurotic veterans are making 
satisfactory occupational adjustments 
in every industrial field. The data sug- 
gest that the physical factors and 
working conditions in an industrial 
situation play a minor part in the 
individual’s adjustment. 
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INTRODUCTION 


In spite of the very great importance 
of the problem of frustration, very little 
experimental work in this field has been 
done on human subjects. Sherman and 
Jost have already reviewed the more 
important work: that of Thorndike and 
Woodyard, who measured degree of 
frustration in terms of performance; 
Luria’s study of frustration as measured 
in terms of physiological responses; the 
introspective methods used by Verwoerd ; 
the work of Brown, and of Barker, Dem- 
bo and Lewin, who studied overt behavior 
and indicated frustration by the degree of 
regression. 

From the point of view of objectivity 
and proper controls, the best work was 
probably done by Sherman and_ Jost 
themselves. Jost“) applied physiological 
measures to eighteen children, including 
two psychotics, with various adjustment 
problems, and to twenty apparently well- 


adjusted children. Measurements were 
made under different conditions, in the 
following order: rest, attention, learning, 
frustration, recall, rest and sensory stimu- 
lation. For frustration, the children were 
required to learn a sequence of digits by 
the anticipation method: the material, 
consisting of numbers with one to five 
digits, was flashed on a lighted panel; 
after successful learning of two series, 
the children were “frustrated” by the 
presentation of a number with too many 
digits to recall. Of the differences found 
to be significant at the .004 level between 
the experimental and control groups, 
three are especially interesting: per cent 
change of galvanic skin resistance during 
frustration, hand tremor, and change in 
heart rate after frustration. Physiologi- 
cally, the psychotic and the well-adjusted 
children presented the most stable pat- 
terns, whereas the pre-psychotics and the 
neurotics were the most unstable. More- 
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over, in addition to being more unstable, 
the pre-psychotics and. the neurotics 
showed more violent reactions to the 
frustrating situation. From this Jost con- 
cluded that the physiological tensions re- 
sulting from frustration are motivational 
and not directive in behavior. In other 
words, a wide range of different behavior 
may have the same physiological tension. 
He also pointed out that the physiological 
tensions, since they show less individual 
variation, are probably a better measure 
of frustration than overt behavior. Sher- 
man and Jost‘) applied the digit-learning 
method to eighteen apparently well-ad- 
justed children from a private school and 
to eighteen children from the Orthogenic 
School in Chicago. They found, amongst 
other things, that during frustration there 
were significant differences between neu- 
rotic and normal children in muscle ten- 
sion as measured by hand tremor move- 
ments, and in dominance of alpha waves. 
From the intercorrelations of the physio- 
logical measures and emotional ratings, 
three factors were singled out: (a) a fac- 
tor common to all the variables except 
per cent change of pulse rate; (b) a cen- 
tral factor of cardiac and respiratory 
function; and (c) a peripheral factor of 
muscular movements and sensory re- 
sponses. In a later study) they applied 
both emotion-provoking words and arith- 
metic problems to create frustrating 
situations in twenty-five well-adjusted and 
twenty maladjusted children, including 
sixteen who were diagnosed neurotic and 
four psychotic. The “emotional strength” 
of the words, and the difficulty of the 
problems, were increased in four steps 
until the problems were too difficult for 
the children to solve. At regular inter- 
vals during the presentation of the words 
and the problems, four auditory stimuli 
were given without warning. During both 
the experimental and the resting periods 
electroencephalograph and _ photopoly- 
graph recordings were made, eight in all. 
Composite scores were calculated for all 
the measures. From the composite scores, 
Sherman and Jost reached the same con- 
clusion as above relative to behavior in 
a frustrating situation: physiological 
stability in normals, autonomic rigidity in 


psychotics and reactive instability in new- 
rotics. 


PROCEDURE OF EXPERIMENT 


The present paper is a preliminary re- 
port of a study of reaction types to frus- 
trating situations in human adults, and 
possibly physiological changes associated 
with particular reaction types. It is well 
known that there are great individual 
differences in the types of reaction that 
are made to frustrating situations. Such 
differences, of course, depend on differ- 
ences in the total personality, with many 
genetic-dynamic factors involved. Thus, 
one might attack or destroy the frustrat- 
ing object ; one might withdraw from the 
reality of the frustrating object and find 
consolation in some fantasy; one might 
punish himself by a depression; one 
might over-compensate for the feelings 
of inferiority brought on by the frustrat- 
ing situation. There are many other pos- 
sible types of reaction. It is clear that 
frustration, as used in these contexts, is 
a very generic term: many apparently 
different patterns of behavior may be in- 
cluded under the term “frustration.” 
The present brief report is presented with 
the aim of clarifying certain differential 
reaction types to an experimental frus- 
trating situation, so that further study of 
the psychosomatic relationships involved 
may be more definite and precise. 

In the design of this experiment, two 
assumptions are made. The first is that 
the reaction type of a given person is 
relatively stable. The basis for this as- 
sumption is the relatively constant “in- 
dividuality” of the personality, due to his 
personal and genetic: background. The 
second assumption is that different frus- 
trating situations have certain functional 
relationships amongst themselves. Thus, 
if motivation remains more or less con- 
stant, a given type of reaction could show 
transfer from one frustrating situation to 
another. In other words, the same type 
of reaction of a given individual might 
be expected to be a response to two func- 
tionally similar frustrating situations. 

There are two parts to the experiment. 
In the first part the experimenter con- 
tinuously reads six series of thirteen digit 
numbers. There is a certain principle 
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underlying the arrangement of the digits: 
thus, multiples of three’s were used to 
construct the following series: 3 927 8 
12437292. If the subject discovers 
the principle, he can easily write down 
the digits after hearing them. Otherwise, 
he can probably never learn to repeat them 
in the time allotted, unless he has very 
exceptional immediate memory for digits. 
The subjects were told pointedly, in order 
to increase the frustration, that this mem- 
ory ability is definitely related to high 
intelligence. As soon as any subject dis- 


TABLE 1. Frequency 
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covers the principle and is able to write 
down the digits, he is to raise his hand. 
This is designed to increase the frustra- 
tion of the others. Since the task is very 
difficult, few subjects ever discover the 
principle. Nevertheless, after ten min- 
utes, the experiment is stopped. Then 
each subject is to check words from a list 
of forty adjectives that describe exactly, 
or nearly so, his ‘‘feelings, emotions, atti- 
tudes, moods, decisions, actions or move- 
ments.” Other adjectives are permitted 
to the subjects, but they are encouraged 


of positive responses 








Experiment 1 


Per cent 


Adjectives 


Graduates Indergraduates 


Experiment 2 
Per cent 


Graduates Und ergradua tes 





Miserable 
Humiliated 
Tired 
Disappointed 
Angry 
Destructive 
Proud 
Inferior 
Depressed 
Encouraged 
Elated 
Tearful 
Happy 
Indifferent 
Puzzled 
Afraid 
Anxious 
Stupid 
Ready to quit 
Whole thing silly 
Discouraged 
Hopeless 
Undisturbed* 
Worried 
Grouchy 
Mad 


Melancholic 
Up-set 
Amazed 
Ridiculous 
Remorseful 
Ashamed 
Tense 


Muscle-twitching 
Jumpy . 
Self-punishing 
Irritable 


38.0 


tho 


th 
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98 
7.1 
12.6 


0 
0 
3.6 
10.6 
3.6 
0 
7.1 
0 
0 
17.8 
10.6 
0 
25.0 
32.0 
57.0 
3.6 
7.1 
0 
3.6 
10.6 
7.1 
3.6 
21.6 
3.6 
0 
3.6 
0 
0 
3.6 
21.6 
7.1 
3.6 
3.6 
10.6 
0 
0 
3.6 
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to use the list presented. The forty ad- 
jectives used are given in Table 1. It 
can be seen that they represent roughly 
the following psychological mechanisms : 
withdrawal, rationalization, defense, de- 
structive behavior, inferiority feelings, 
guilty feelings, anxiety, conversion (tics 
and spasms), depression, and projection. 
For example, conversion would be repre- 
sented by “shaking,” “muscle-twitching,” 
“tense” and “jumpy.” 

In the second part of the experiment 
twenty statements are read to the sub- 
jects with the instructions that they are 
to judge whether the statements are right 
or wrong. The hand should be raised if 
the statement is judged right. Moreover, 
each subject is to write down the number 
of each statement and put after it “R” or 
“W.” Immediately after this has been 
done, the experimenter announces 
whether the statement just given was 
right or wrong. No questions or “argu- 
ments” are permitted. The principle fol- 
lowed in drawing up the statements is 
this: the first five are correctly judged 
right or wrong by the experimenter. 
After that incorrect judgments are pur- 
posely given to most of the statements. 
Occasionally a correct judgment is given. 
so that it became almost impossible to 
predict whether a statement would be 
judged correctly or not. Most of the 
statements are rather obviously right or 
wrong, but a few are more difficult, such 
as ““A Canadian is also an American.” 

The subjects used were ninety-nine uni- 
versity students, twenty-eight graduates 
and seventy-one undergraduates, both 
men and women. The subjects were not 
told that the experiment was a study of 
frustration. The graduates and under- 
graduates were given the experiment sepa- 
rately, in class-room situations. 


RESULTS 


The first problem to be settled, whether 
reaction types may be obtained from ex- 
perimental data of this kind, seemed best 
answered by statistical methods. There 
were, of course, certain preconceived 
ideas of psychological mechanisms in the 
formulation of the list of forty adjectives. 
It seems reasonable to test the validity of 
such ‘“‘assumptions,” and at the same time 
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to try to discover if reaction types formu 
lated on the hypothesis of such differen: 
psychological mechanisms could actually 
be found in our sample. 

Perhaps the simplest way to test th: 
hypothesis is to tabulate the frequenc) 
with which each adjective was checked }) 
our subjects. If no one in the sampk 
admits a certain trait as a response, it is 
obvious that this trait cannot belong tc 
any reaction type in our sample. It can 
be seen in Table 1 that all the adjectives 
except “destructive” and “remorseful” 
were checked by at least one subject, in 
the first experiment. Adjectives receiv- 
ing no check in the second experiment 
were “destructive,” “tearful,” “grouchy,” 
“melancholic,” “muscle-twitching’” and 
“self-punishing.”” The graduate group 
was more “puzzled” than the undergradu- 
ates, who in turn were more “stupid”: 
the two differences here are both signifi- 
cant at the .002 level. Table 1 shows 
clearly that the attitudes of being “in- 
different’”’ and of considering the “whole 
thing silly” are found more in the under- 
graduate group. On the other hand, in- 
spection of the data of the second ex- 
periment did not reveal any substantial 
differences between the two groups. This 
probably means that the second experi- 
ment did not measure the same response 
mechanisms as the first. Thus they may 
be functionally dissimilar. 

Since the number of significantly dif- 
ferent responses between the two groups 
are few, it seems reasonable to pool the 
two groups. It was thought interesting 
to try to apply either cluster or factor 
analysis to find a satisfactory answer to 
the problem of reaction types. Thus, 
twenty-five adjectives were retained from 
experiment one which had at least 7% 
positive responses. The tetrachoric cor- 
relations were found graphically accord- 
ing to Thurstone’s method“), These cor- 
relations are presented in Table 2. There 
were a number of empty cells, due prob- 
ably not only to the smallness of the 
sample, but also to the nature of certain 
mutually exclusive adjectives like “in- 
different” —“anxious,” “upset’” — “undis- 
turbed.” Hence a number of the inter- 
correlations could not be computed. The 
incomplete correlation matrix therefore 
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TasLe 3. Reaction types obtained by discrete group-factor method (N = 99) 











Regression 
Name of factor Variables Loadings weight R 
Rationalization factor 25. Daydreaming ........ 85 37 
9. Indifferent ........... 88 45 
. 14. Whole thing is silly ..  .73 17 
17. Undisturbed .......... 59 10 .94 
Withdrawal type ahs | rani par ea are 67 22 
BS Weewiee AA... 65 .20 
ae SE eos ks ee 84 RY 
13. Ready to quit ........ 59 17 0 
Neurotic-depressive type 3. Tired ....... ........ 57 09 
Be ND pe ies os owas .96 8&5 
i My CS cen ececes 60 07 
Bi; eee is 69 03 97 
“Normal” depressed Fi MO io ice akc 88 44 
Sh Ee sn cee ake 69 16 
5.) Sa eek A7 09 
15. Discouraged ......... 87 40 94 
Humiliated Be SE oS es 69 39 
2. Pimemeated os cs 62 30 
Re eM or ce gk etalk 68 37 84 





precludes any attempt at elaborate fac- 
torial techniques such as those of Thurs- 
tone. However, we were able to apply a 
discrete group factor method to the 
Table, and to obtain five group factors 
from the data of the first experiment. 
These factors are given in Table 3. 

The first factor, which we have labeled 
“rationalization,” includes the responses 
“daydreaming,” “‘indifferent,” ‘“undis- 
turbed” and “whole thing silly.” The 
multiple correlation, .94, is high. This 
“rationalization” factor might easily be 
interpreted as including also “ignorance,” 
and some defense reactions. It is inter- 
esting to note that it was a hypothesis of 
“rationalization” that led to the choice of 
the designations ‘whole thing silly,” “un- 
disturbed, because not many can do it 
anyway” and “indifferent.”” The rather 
surprising appearance of “daydreaming” 
is perhaps best explained by a misunder- 
standing on the part of the subjects. 
When questioned later, it was clear that 
this adjective was considered by many 
not as a “response” to a frustrating situa- 
tion, but as an initial lack of concentra- 
tion on the experiment itself. When the 
graduate group rated the adjectives ac- 
cording to a frustration scale, “daydream- 
ing” received the highest Q value, which 
indicated a great lack of uniformity in un- 





derstanding the meaning of this word as 
used here. If, however, we interpret 
“daydreaming” as many did to mean lack 
of concentration on the experiment, its 
inclusion in this factor is reasonable. 

The second factor is composed of the 
following responses: “inferior,” “wor- 
ried,” “ashamed” and “ready to quit.” 
There is also a high multiple correlation, 
.90. It seems quite fair to say that there 
is indicated here a schizoid or “with- 
drawal” type of behavior, especially indi- 
cated by the responses ‘“‘ashamed” and 
“ready to quit.” 

In the third factor we find the follow- 
ing behavior: “tired,” “tearful,” “hope- 
less” and “ridiculous.” The multiple cor- 
relation is very high, .97. The reaction 
type revealed here seems to be one of up- 
set mood, tentatively labeled a “neurotic- 
depressive” type. It seems to indicate the 
behavior of a spoiled child without the 
emotional maturity one would expect in a 
college or university group. 

In the fourth factor are found the fol- 
lowing responses: “depressed,” “puz- 
zled,” “anxious” and “discouraged.” Al- 
though we find here also a tendency to 
depression, especially if we note the high 
loading of “depression” on this factor, 
still the depression seems different from 
that found in factor 3. The type here 
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seems more “normal,” more mature emo- 
tionally. Some bewilderment and dis- 
couragement are to be expected from 
normal subjects in the first experiment. 
Moreover, “puzzled” received the larg- 
est number of checks in our group, and 
since the group is reasonably presumed 
normal, this factor might properly be 
called “normal depression” or “bewilder- 
ment.” 

The last factor comprises “miserable,” 
“humiliated” and “stupid.” The multi- 
ple correlation is relatively low, only .84. 
This factor is less sharply defined than 
the other four, but it does seem to repre- 
sent a reaction type proper to persons 
who are quite sensitive, and whose feel- 
ings are easily hurt, especially when they 
are asked to do something that shows 
them to be stupid. The designation “sen- 
sitive’ for this type would not be un- 
reasonable. 

The regression weights for each re- 
sponse studied are also given in Table 3. 
These weights might be used in scoring 
the subjects to indicate the presence of 
varying amounts of the different reaction 
types. Experiments are under way to 
correlate certain physiological responses 
with the different reaction types as indi- 
cated by these weights. 

In the analysis of the data of the sec- 
ond experiment, the same principle was 
used of retaining adjectives which had at 
least 7% positive responses. There were 
eighteen such adjectives. But since there 
were far more empty cells in the corre- 
lation matrix than in the first experiment, 
it is not thought worthwhile to reproduce 
the table here. By using the same dis- 
crete group factor method as in the first 
experiment, only two reaction types could 
be extracted. They are given in Table 4. 
The first factor comprises the variables 


Taste 4. Reaction types (experiment II) of 
ninety-nine subjects 
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“disappointed,” “discouraged” and “ir- 
ritable,’ with a multiple correlation of 
89. The exact psychological mechanisms 
involved seem somewhat obscure, but the 
factor might tentatively be called one of 
“irritability.” The second factor seems 
to defy any definitive interpretation. It 
comprises “encouraged,” “tense,” “elated” 
and “happy.” Presumably it could in- 
volve defense mechanisms: instead of 
getting angry and irritable at frustration, 
the subjects adopted an attitude of being 
entertained and amused. This interpre- 
tation is little better than a guess, al- 
though it is true that the experimenter 
did not succeed in completely impressing 
the subjects with his seriousness in label- 
ing obviously true statements as false, 
and vice versa. The first experiment was 
accepted by the subjects in all seriousness ; 
this was not true of the second experi- 
ment. Moreover, in this factor, the mul- 
tiple correlation is only .76, and the 
weights are far too low for any real sig- 
nificance. 
SUM MARY 


This paper reports the results of an at- 
tempt at a dynamic rating of personality 
instead of the more commonly used static 
techniques. The experiments reported 
here were devised to test the hypothesis of 
different reaction types in the presence of 
experimentally induced frustration. Pos- 
sibly because of the small number of sub- 
jects, not all the anticipated reaction types 
came out as expected. However, by ap- 
propriate statistical methods it was possi- 
ble to single out in the first experiment 
four major reaction types, “rationaliza- 
tion,” “withdrawing,” ‘‘neurotic-depres- 
sive” and “normal-depressive.” <A _ fifth 
type, “sensitive,” is less clear-cut. The 
reaction types revealed in the second ex- 
periment are even less clear. This study 
is an attempt to develop for adult sub- 
jects better methods of studying experi- 
mental frustration than those borrowed 
from studies of animals and young chil- 
dren: those methods seem quite inade- 
quate for adults unless modified to in- 
clude considerably more difficult and 
therefore more frustrating situations. 
Hence, the whole problem of the transfer 
of frustrated reaction types should be 
further studied with improved techniques 
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adapted to adult levels. The present 
paper indicates that factorial methods of 
study could be quite useful in order to 
score subjects more objectively with re- 
spect to possession of different degrees 
of various reaction types. Such a scor- 
ing technique is in agreement with the 
assumption that reaction types are not 
mutually exclusive, and that varying de- 
grees of many or even all reaction types 
may be present in the same individual. 


HULSEY CASON 
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THE ATTITUDES OF THE PSYCHOPATH 


HULSEY CASON 


University of Miami 


INTRODUCTION 


The purpose of the present investiga- 
tion was to study the attitudes, feelings, 
likes and dislikes of individuals diagnosed 
as cases of psychopathic personality. This 
condition is relatively much more impor- 
tant in criminology and in penal institu- 
tions, and it has also attracted widespread 
attention in the military forces. All of 
the subjects used in the present study 
were inmates of the Psychopathic Unit, 
United States Medical Center, Springfield, 
Mo. The Medical Center is the prison 
hospital of the Bureau of Prisons, and 
male prisoners are transferred to this 
hospital from the 26 other institutions in 
the Federal prison system for medical 
reasons, and in many cases also because 
they are behavior problems. The Psy- 
chopathic Unit is a 304-bed hospital unit 
designed for the care and study of differ- 
ent kinds of psychopaths, and all of the 
inmates in this unit are on the admin- 
istrative status of constitutional psycho- 
pathic inferiority (CPI). 


METHODS 


The general procedure used in the pres- 
ent study was as follows. A large num- 
ber of concrete statements of attitudes and 
feelings were collected from Federal pris- 
oners. An attitude scale was constructed 
and administered to the inmates of five 


Federal institutions, and the results ob- 
tained with the inmates in the Psycho- 
pathic Unit were compared with the re- 
sults obtained at the five other institutions. 
A special characteristic of these attitudes 
and feelings is that the great majority 
of the items, in addition to being concrete 
and specific, have a direct reference to 
prison and penal matters, and are of some 
interest to both prisoners and prison offi- 
cials. From the standpoint of psycho- 
logical tests, it may be noted that the 
items and material for this study were 
originally collected from prisoners, the 
material was standardized on prisoners. 
and the same material was later used 
in a study of a group of psychopathic 
prisoners. This is the method which 
should be used in the construction of any 
kind of test or personality scale, but such 7 
a procedure is not often used because of 
the pains and effort required. ~ 


The Attitude Scale. The original attitudes © 
and feelings were collected from 620 in- © 
mate subjects in the various buildings. | 
units, and wards of the Medical Center. 
In the several steps of the present study. 
the criteria used in judging and selecting 
these items were as follows: (1) Each 
item should be fairly common among 
American prisoners in general. (2) The 
topic referred to by each item should 
have a wide and fairly permanent rei- 
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erence and application among prisoners. 
(3) Each item should be of some prac- 
tical significance in different prison sys- 
tems. (4) Each item should be of some 
emotional importance for prisoners. (5) 
The phraseology of each item should be 
clear and unambiguous. (6) Each item 
should be understood in the same way 
by prisoners and by prison officials. (7) 
The phraseology of each item should be 
in good taste. 

The procedure which was used by the 
writer in collecting the original items 
from the 620 inmate subjects at the 
Medical Center was as follows: 


1. The subjects were taken in groups 
varying in size from four men on 
maximum custody to groups of 40 
men. 

The inmate subjects were asked to 
think about the stronger and more 
emotional likes, dislikes and attitudes 
of themselves and also of others, both 
in and out of prison. Although the 
subjects were given some suggestive 
aids in recalling and thinking about 
the items, an attempt was made not 
to prejudice their selection of the 
items. 

The subjects were asked to write 
each item on a separate 3 x 5 inch 
slip of paper, and to include a state- 
ment of any conditions or attendant 
circumstances which were in any way 
associated with the items. 

A completely anonymous procedure 
was used in order to secure the best 
cooperation of the inmates. 


Many different kinds of prisoners were 
represented among the 620 subjects ob- 
tained at the Medical Center, and the 
7,900 like-dislike items or attitudes which 
we collected constituted a good set of 
material for a start. 

The original attitudes and feelings ob- 
tained from the Springfield subjects were 
then classified in such a way that there 
would be one place and only one place 
in the classification for each item. The 
different groups and subdivisions of the 
classification were decided upon only after 
they were suggested by the original items. 

The writer then studied successively 
each group and subdivision of items in 
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the classification, and used the seven 
criteria of selection referred to above in 
selecting and phrasing the items. An at- 
tempt was made to retain all of the most 
important ideas of the inmates. We ex- 
pressed the ideas of the inmates in their 
own words, but rephrased or omitted 
those items which did not meet the criteria 
of selection. 

A total of 421 different attitudes or 
items were decided upon in this way, and 
the great majority of these items were 
fairly concrete and specific. Each item 
refers to a thing or situation which some 
prisoners like, which some dislike, and 
towards which other prisoners feel in- 
different. The attitudes of each subject 
were determined by having the subject in- 
dicate whether he liked, disliked, or was 
indifferent towards the thing or situation 
referred to by each item. 

The 421 items and the accompanying 
directions for grading the items were 
mimeographed and made up in the form 
of an attitude rating scale. The items 
were arranged in a convenient logical 
order, and the names of the principal 
groups and subdivisions of the classifica- 
tion were included in the body of the 
form. The subjects used the following 
key in grading each of the items: 


42 
+1 


Like or would like very much 

Like or would like a definite 
amount 
O—— More or less indifferent 

—] Dislike or would dislike a definite 
amount 

Dislike or would dislike very 
much 

< ——Could not be in the situation 


a 


If the extent to which the subject liked 
or disliked an item differed in different 
situations or at different times, he was 
asked to give the item a single grade 
which would represent the average or 
most customary degree of liking or dis- 


liking. An attempt was made to have 
the subjects grade the items accurately 
and solely on the basis of their own atti- 
tudes and feelings. The item was marked 
“X” if it could not apply to the subject, 
e.g., and item referring to the subject's 
children was marked “X” if he had no 
children. 
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Procedure Used in Obtaining Results on 
the Attitude Scale. In order to secure 
further general results on the Attitude 
Scale, the writer gave the scale to a group 
of more or less representative subjects 
at each of the following institutions: 
U. S. Penitentiary, Leavenworth, Kans. ; 
United States Penitentiary, Terre Haute, 
Ind.; United States Medical Center, 
Springfield, Mo.; Federal Reformatory, 
Chillicothe, Ohio; and Federal Reforma- 
tory, El Reno, Okla. At each of these 
institutions, an attempt was made to select 
a sample group of subjects which would 
meet the following general requirements : 
(1) Each subject should be fairly normal 
and integrated. (2) He should be above 
average in general intelligence. (3) He 
should be able to read and understand 
the English language. - (4) He should 
have been at the local institution at least 
six months. (5) The group of inmate 
subjects, within the limits described above, 
should be fairly representative of the local 
inmate population with respect to age, 
race, number of convictions, years, incar- 
cerated, current conviction, custody, and 
behavior record. 

At each of the five institutions, the pro- 
cedure used by the writer in obtaining 
results on the Attitude Scale was as fol- 
lows: 


1. The subjects were taken in groups 
varying in size from 20 to 60 men. 
They were supplied with the neces- 
sary materials. 

2. An introductory statement was made 
about the general purpose of the study, 
and the detailed procedure to be used 
in grading the items was described. 
The subjects were told that they were 
not being tested, but were being asked 
to help in the revision and standardiza- 

* tion of a prisoner’s like-dislike or per- 
sonality scale. 

3. The subjects were encouraged to ask 
any questions they wished to ask. They 
were also urged to criticize any items 
which were not clear, any which 
seemed unimportant, and any which 
they did not believe inmates would 
answer truthfully. The subjects wrote 
these critical comments in the body 
of the scale. 


4. In order to secure the subjects’ bes: 
cooperation, the Attitude Scale wa, 
graded anonymously, and there wa: 
no identification of any of the papers 

5. The session for each group lasted al- 
most two hours. We had differen: 
groups start at different. places in the 
scale because of the variable factors 
of interest, adaptation, and fatigue: 
but all of the subjects were asked to 
grade all of the items. 


The subjects were selected by the asso- 
ciate wardens, psychologists, and psychia- 
trists of the several institutions. A total of 
almost 500 subjects were secured in this 
way, and for our purposes, the procedure 
used in selecting the subject was very 
good. 

It was necessary to discard the results 
of some of the subjects. A few of the 
subjects did not understand the directions 
clearly, and some of the subjects also 
omitted a few of the items. Therefore, 
in order to improve the’ quality of the 
results, but without prejudicing the data 
in any way, we used an objective method 
in discarding the graded or partly graded 
results of the poorest subjects. The num- 
ber of subjects from the five institutions 
whose results were used in the present 
paper are as follows: Leavenworth, 103; 
Terre Haute, 90; Springfield, 48; F! 
Reno, 96; and Chillicothe, 74. 

A similar procedure was also used in 
obtaining a comparable group of psvcho- 
pathic subjects in the Psychopathic Unit 
of the Medical Center. 


RESULTS 


The Attitudes of the Psychopath. All of 
the most worthwhile statistical results of 
the study were brought together in a 
table which however is too long to include 
in the present paper“. The total number 
of items in the original Attitude Scale was 
421, and we have included the results on 
165 of these items in the present table. 
For each of the 165 items included in 
the table, we have calculated (1) an 

1. We shall be glad to send a copy of this table 
and also a copy of the original Attitude Scale 
to anyone who may be interested. See also: 
Cason, Hulsey. The prisoners’ personality scale : 


a method of penal research, J. Crim. Psychopath.. 
1944, 5, 495-520. 
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average score for the Control Group, 1.c., 
the Average of the five participating in- 
stitutions, Leavenworth, Terre Haute, 
Springfield, El Reno and Chillicothe ; (2) 
A Mean score for the Springfield sub- 
jects, not including the inmates in the 
Psychopathic Unit; and (3) A Mean score 
for the inmates in the Psychopathic Unit. 
In calculating the results for each item 
and for each group of subjects, we have 
taken into account the five grades of 
+2. +1,0,—1, and —-2, the marks of “X,”’ 
and the failures to grade or mark the 
items in any way (“blanks”). The num- 
ber of X marks and blanks were quite 
small. In all of the comparisons between 
the scores of psychopaths and the scores 
of the Control Group and the Springfield 
subjects, due attention has been paid to 
the matter of statistical reliability. 


Different Groups of Attitudes. In de- 
scribing the results on the attitudes of 
the psychopath, attention should first be 
called to the fact that in the case of some 
groups of items, the attitudes of psycho- 
paths are not reliably different from those 
of the Control or Springfield groups. The 
attitudes of psychopaths are not reliably 
different in the case of several groups of 
items which are concerned with cleanli- 
ness and sanitation; sleeping, smoking, 
and reading ; home, family, and relatives ; 
the conditional release law ; visiting priv- 
ileges; and the commissary department. 
There are many other items, however, 
where the scores for psychopaths are re- 
liably different-irom the scores for the 
Control and Springfield groups. These 
results are of special importance in con- 
nection with the symptoms of psychopathic 
personality, because there has been a con- 
siderable amount of disagreement on this 
subject. 

We have selected several items which 
are concerned with more or less undesir- 
able forms of behavior, and on each of 
these items, the psychopaths did not dis- 
like the item as much as the Control and 
Springfield subjects, and the psychopath’s 
scores therefore showed a kind of moral 
dullness. These items are as follows: 


Inmates complaining and criticizing 
Inmates conniving food 
Conversation and discussion about sex 
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To hear inmates using vulgar and ob- 
scene language 

Inmates conniving for clothes 

Drug addicts 


The scores on the following items show 
that the psychopaths were less apprecia- 
tive of the professional services which 
they received than the other two groups 
of subjects: 

The medical treatment at the present 

institution 

The psychiatric treatment at the present 

institution 

The educational department at the pres- 

ent institution 


In the case of the following items, the 
psychopaths took a more critical attitude 
than the two other groups of subjects, 
even though the conditions were equally 
favorable and approximately the same for 
the three different groups of subjects: 


The trial procedure used in my current 
conviction 

Federal penal institutions compared 
with state penal institutions 

For the social service department to 
send questionnaires about an inmate 
to his relatives 

For the social service department to 
send information about an inmate 
to his relatives 

The food at the present institution 

The food in state penal institutions 

My present work assignment 

My present work supervisor 

To have a different work assignment 

The consideration of a man’s conduct 
record by the parole board 

The discharge procedure at the present 
institution 

The difficulty in securing employment 
after being released from prison 

Laws in general 


In the case of the following items which 
are concerned with somewhat standard- 
ized matters of institutional routine, the 
psychopaths also showed a decided trend 
in the critical direction : 


The restrictions during quarantine 

My living quarters 

The method and time required to obtain 
interviews 








280 HULSEY CASON 


The attitudes and methods of employees 
during routine shakedowns 

The methods of serving food 

The procedure used in making work as- 
signments 


In the case of the following items which 
are concerned with rules and regulations, 
the psychopaths likewise took a much more 
critical attitude than the other inmates : 


The rules of the present institution 

For rules to be changed frequently 

Minor rules 

The rules and routine of the dining room 

The amount of personal property which 
I am allowed to have 


In the case of the following items which 
are related to discipline, the attitudes of 
psychopaths were also decidedly critical: 


To be on maximum custody 

The niultiple man disciplinary board or 
committee 

The hearings given by the disciplinary 
committee 

To be disciplined for violations of petty 
rules 

For inmates to be restricted on the word 
of a stool-pigeon 


In the case of the following items on 
recreational activities, the attitudes of psy- 
chopaths were much more critical or de- 
manding than those of the two other 
groups of subjects: 

The recreational activities 

To have more recreation 

To listen to the radio 

To go to the moving picture shows 

To have more than two hours of yard 

a day 

Athletics 

The library at the present institution 

The number of books in the library 

The kinds of books in the library 


In the case of the following items which 
are concerned with general institutional 
matters, the psychopaths took a much 
more critical or hostile attitude than the 
two other groups of subjects: 

The classification system 

The present institution 


For stool-pigeons to be kept separated 
from other inmates 


The methods used by officials in classi 
fying an inmate as a homosexual 
Mixing heterosexuals and homosexual. 

together 
The treatment of homosexuals by em 
ployees 


In the case of the following items which 
are related to employees, the attitudes oi 
psychopaths were also more or less critica! 
or hostile : 


The employees in general 

The expression “wrong attitude” 

Prison officials in general 

The attitude of, employees towards in- 
mates 

The employees’ treatment of inmates 


The scores on the following items show 
that the psychopaths were also more ag- 
gressive than the two other groups of sub- 
jects: 

To tell people what I think of them 

To get revenge 

To make some easy money 

To carry a gun (rod) 


In all of the results which have just 
been described, the attitudes of psycho- 
paths are different from those of the two 
other groups of subjects, but it may also 
be remarked that the attitudes of the non- 
psychopathic Springfield group are gen- 
erally more favorable than those of the 
Control group. The more favorable re- 
sults of the Springfield group may be 
partly explained by the fact that the 
Springfield inmates were in a prison hos- 
pital and not in a penitentiary or reforma- 
tory. Many of the Springfield subjects 
appreciated the medical treatment which 
they had received and which they were 
receiving, and many of these subjects 
had an unusually good attitude towards 
the employees. 

As a further check on the results of the 
present investigation, an additional study 
was made of two groups of inmate sub- 
jects who were living in the Psychopathic 
Unit at the Medical Center. The first 


group was made up of the most psycho- 
pathic men in the unit, and the second 
group was made up of the least psycho- 
pathic men in the unit. Two hundred 
of the items in the Attitude Scale were 
mimeographed in the form of a rating 
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scale and administered to these two groups 
of subjects. It will not be convenient or 
necessary to describe these results in de- 
tail, but these data verify all of the general 
attitudinal trends of psychopaths which 
have been found in the present study. 


SUMMARY 


The attitudes studied in the present 
paper are important in connection with 
the question of the best established symp- 
toms of psychopathic personality. The 
attitudes of the psychopath have been 
studied by a detailed procedure, and spe- 
cial attention has been paid to the use of 
Control groups in securing valid results. 
Psychopaths showed a kind of moral dull- 
ness in regard to several undesirable modes 
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of behavior. They were less appreciative 
of the professional services which they re- 
ceived. Their attitudes were much more 
critical even when the conditions were as 
favorable for them as for the two other 
groups of subjects. They were more 
critical of several routine matters, the 
rules and regulations of the institution, and 
also several items related to discipline. 
They were more critical or demanding 
in several items concerned with recrea- 
tional activities. They were more critical 
or hostile in regard to several general 
institutional matters, and they were also 
more critical or hostile in regard to the 
employees. The results also showed that 
the psychopaths were more aggressive in 
their attitudes and reactions than the Con- 
trol and Springfield subjects. 





Il. THE TEST PERFORMANCE OF THE BRAIN DISEASED 
ROBERT M. ALLEN, PH.D. 
Department of Psychology, University of Miami 


INTRODUCTION 


This is the second report in a series of 
three studies concerned with the perform- 
ance of encephalopathic veterans on the 
Bellevue Intelligence Scale, form 1. The 
purpose of this paper is a continuation of 
the objectives previously stated + - 229): 
to present an item analysis of the subtest 
results by the brain diseased! patients ; 
to ascertain the comparative value of the 
vocabulary, information and comprehen- 
sion weighted scores; and to analyze the 
subtests which deviate from these three 
verbal tests. 

As indicated and discussed in the pre- 
liminary report, the literature is abundant 
in research findings with their theoretical, 
functional and physiological implications. 
The most extensive review of the work 
in encephalopathy reported up to 1945 is 
the adequately documented survey by 
Klebanoff®, Aita), Allen®. +4) and Ar- 
mitage®) have contributed research find- 

1. The brain diseased group consists of vet- 
erans who suffered from intracranial organic 
pathology caused by any disease process. Ex- 


cluded from this category are those patients with 
a history of head trauma or epilepsy. 


ings concerning the problems of the brain 


injured person. There is common agree- 
ment that impairment of functions takes 
place and that there is a concomitant 
change in personality. Specific functional 
deficiencies reported by these and other 
investigators vary widely and depend upon 
the tests used and the individual investi- 
gator’s interpretation of the function or 
functions tapped.” 

The utilization of psychological tests 
in the study of the effects of brain disease 
is no less voluminous than the work with 
brain injury. <A survey of the results 
leaves little to differentiate between the 
function-losses and personality changes of 
the brain injured and the brain diseased.* 
Whitfield“? reported that even patients 

2. The survey by S. G. Klebanoff(®) dis- 
cusses the conflicting findings and the difficul- 
ties encountered in the definition and interpreta- 
tion of terminology. Of special import is the 
question he raises on p. 614: “1. Is there a group 
of psychological changes which occurs with suf- 
ficient frequency and consistency to be considered 
an “organic psychological syndrome?” It would 
be well for the reader to study Klebanoff’s 
formulation of the reply on p. 615. 


3. This will be the subject of the third and 
last paper in this series. 
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suffering from “benign intracranial space 
occupying masses (neoplasms, abscesses 
and hematomas) suffered from person- 
ality changes that necessitated hospital- 
ization for custodial care.” The work of 
Goldstein”? is well known and led to the 
series of tests described in his monograph 
with Scheerer ®- 

The use of the Bellevue Intelligence 
Scale with the brain diseased has not been 


extensively reported in the literature. 
Wechsler“? included some of these 
patients in his organic group. The use 


of scatter as a tool in differential diagnos- 
tic evaluation is sufficiently covered in 
Mayman’s‘? excellent review of scatter 
analysis. 

PROCEDURE 


Within the study period of approxi- 
mately one year, a total of 57 patients 
with non-traumatic brain pathology were 
referred for routine psychological testing. 
The medical diagnoses appended to the 
referral charts of the 36 cases selected 
for this study were distributed as follows: 
brain tumor, 15; central nervous system 
lues, 5; post meningeal pathology, 3; cere- 
bral atrophy, etiology unknown, 3; men- 
ingioma, 3; glioma, 2; cerebral hemor- 
rhage, 2 ; unspecified intracranial neoplasm, 
1; astrocytoma, 1; and hemangiosarcoma, 
1. Twenty-one cases were excluded from 
this study because of a history of epilepsy, 
psychomotor seizures, aphasia or psycho- 
sis. As part of the battery these patients 
were given form 1 of the Bellevue Intelli- 
gence Scale. The patients ranged in 
chronological age from 20 to 54 with the 
mean age at 30 years, 9 months. 


RESULTS 


The range of full scale intelligence quo- 
tients was from 61 to 133. The mean 
intelligence ratings ior the full scale, ver- 
hal and performance categories are shown 
in Table 1. 











Taste 1. Summary of mean IQ distribution 
Full 
scale Verbal Performance 
PEE re SANS 99.7 103.2 95.5 
Sigma mean ....... 2.33 2.11 2.62 
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This distribution indicates that the mea: 
1Q’s are well within normal limits. Thx 
difference between the verbal and per 
formance intelligence ratings is 7.7 in favo: 
of the former. This discrepancy is fairl) 
marked but only approaches statistical re 
liability with a critical ratio of-2.3. 

The subtest weighted scores were sul 
mitted to statistical analysis. Table 2 
shows the mean weighted scores for this 
data. Vocabulary, information and com 
prehension seemed most resistant to the 
disease process while the converse is true 
of digit symbol, digit span and_ block 
design. Object assembly withstood the 
pathological process attendant upon brain 
disease just a bit better than the picture 
arrangement subtest, but both reflect 
marked impairment. Picture completion, 
similarities and arithmetic are between 
these ‘‘most resistant” and “least resistant” 
ends of the “resistance” gradient. 

Table 3 reveals the reliabilities of the 
differencés among the means of the 1] 
subtests of the Scale. The numbers in 
italics are statistically significant critical 
ratios of the differences between the two 
means each one represents. It may be 
seen that the most vulnerable subtests— 
digit span, picture arrangement, object 
assembly, block design, and digit symbol 
—are reliably deviated, negatively, from 
the three subtests which have proven to 
be least vulnerable to the diseased con- 
dition—information, comprehension and 
vocabulary. Further noteworthy are the 
absolute values of the reliability figures 
of the most deviated (most vulnerable ) 
subtest scores from information, vocab- 
ulary and comprehension réspectively. In 
all instances the deviation-reliabilities 
from the information mean weighted score 
are highest, followed by vocabulary and 
then comprehension. 


DISCUSSION 


As in the preliminary study: ?-227) the 
full scale average IQ was pulled down 
by the poor performance score as com- 
pared with the verbal mean intelligence 
rating. Table 3 discloses the extent to 
which four performance subtests (digit 
symbol, block design, object assembly and 
picture arrangement) differ significantly 
from all of the verbal subtests with the 
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exception of digit span. These perform- 
ance subtest deviations are especially 
marked when their relationships are in- 
dividually considered with information, 
vocabulary and comprehension. 

The functions impaired by the various 
brain disease processes seem to differ 
little from those previously noted with 
the brain injured. Allen‘: ?-228-229) jn- 
dicated that, ““An examination of the abil- 
ities tapped by these tests indicates the 
essential functional elements to be visual- 
motor coordination and cohesive organ- 
ization requisite to the process of dealing 
with visually presented materials. The 
correlative abilities include: analysis and 
synthesis of data; prolonged attention and 
concentration ; motor speed and visual an- 
ticipation and planning..." These dis- 
abilities and/or dysfunctions are then the 
concomitant of, and later [according to 
Ruesch")], the residue (in modified 
form) of brain pathology. In all of this, 
the role of anxiety and other possible 
personality disturbances should not be 
overlooked despite their immeasurability 
as a quantitative factor in the total be- 
havioral picture. 

The reliability of the difference of the 
weighted means between information and 
vocabulary is low so that chance factors 
played an important part in determining 
the position of these two mean scores. 


However, the reasons previously ad- 
vanced‘: ?-728) for the seeming higher re- 
sistance of information over vocabulary 
to the inroads of the encephalopathic 
process also has a place in our present 
considerations. 

Impairment of ability to shift the set 
required for the various inter- and intra- 
subtest tasks and sensitivity to time pres- 
sures was observed in the test behavior of 
the patients*. This was especially notice- 
able during the performance items. The 
author believes that a more virulent effect 
of the brain disease process is the addition 
to these impairments of a lowered effi- 
ciency in planning ability, and anticipa- 
tion’. At this point the function tapped 
in this subtest becomes inextricably inter- 
woven with the effects of brain disease on 
the personality structure. There is a ser- 
ious interference with judgment but it is 
a moot question whether this is the type 
of judgment involved in social situations. 
Or is it the kind of judgment that par- 
ticipates in organizing (thus planning and 
anticipating ) visually presented materials ? 
Should the former be true, then there is 
an inexplicable contradiction inherent in 

4. For a discussion of time and shift refer to 
Allen(, p- 229). 

5. The psychological rationdle for assigning 


this role as a major function of the picture ar- 


rangement subtest is presented by Rapaport(!9, 
pp. 215-220). 
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test findings which favor comprehension 
highly while placing performance in a 
poor light. The critical ratio of the 
difference of their means is 3.8. On the 
other hand, if the latter be the case, 7.e., 
that the type of judgment impaired is the 
one that enters into organizing visually 
presented material, then the results be- 
come consistent and fit well with the pat- 
tern of depressed visual-motor coordina- 
tion and organization. This has some 
support in the statistically significant 
critical ratios of the differences between 
the means of picture arrangement and digit 
symbol (2.0), block design (2.3) and ob- 
ject assembly (.07). Even this analysis 
does not seem to be a satisfactory ex- 
planation of the role played by picture 
arrangement and the factors involved in 
this task for the brain diseased. There 
is room, moreover, for the compromise 
suggestion by Rapaport”: ?-22® in his dis- 
cussion of judgment in picture arrange- 
ment, “ ...as far as the Picture Arrange- 
ment subtest is concerned, what is meant 
is good anticipation.” Previously he had 
explained the relationship between antici- 
pation and Einstellung in which the in- 
tellectual interpretation and the organiza- 
tional (temporal and spatial) implication 
of the terms have a great deal in common. 


SUMMARY AND CONCLUSIONS 


This paper is the second report of a 
study of encephalopathy and Bellevue In- 
telligence Scale performance. The results 
support the general conclusion that per- 
sons suffering from brain pathology fare 
worse in performance and manipulative 
tests than in tests dealing with verbal ma- 
terials only. The brain diseased show 
marked organizational impairment and do 
especially poorly with visually presented 
tasks that require coordination, planning 
and judgment (temporal and spatial ). 

With regard to specific subtest findings : 
information, comprehension and vocab- 
ulary are least vulnerable in a brain dis- 
eased person. The subtests most suscep- 
tible to organic brain disease are, in order 
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of most to least vulnerable, digit symbo! 
digit span, block design, picture arrange 
ment and object assembly. Less resist 
ant, but not stable, are arithmetic, sim 
ilarities and picture completion. For thos: 
interested in establishing a base for scat 
ter analysis it should be noted that this 
portion of the study, with the brain 
diseased only, any one of the three, in- 
formation, vocabulary or comprehension, 
may well serve as such. The possible 
role of judgment, planning ability and 
anticipation as a function of picture ar- 
rangement is discussed briefly. 
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PERSONALITY CHARACTERISTICS OF SELECTED 
DISABILITY GROUPS* 


DANIEL N. WIENER 


Veterans Administration, Minneapolis, Minnesota 


INTRODUCTION 


In a previous article’, the recent 
American literature with regard to the 
relationships between selected disabilities 
and personality characteristics was dis- 
cussed. The four disabilities reported on 
in this review were arthritis, asthma, acci- 
dents (proneness), and duodenal ulcers. 
Malaria was investigated but data were 
not found on relationships with person- 
ality. There was a paucity of objective 
results, but both objective and subjective 
data were tabulated and will be discussed 
in conjunction with the objective results 
of the present study. 


METHOD 


Counseling programs for veterans pro- 
vide a unique opportunity to collate dis- 


ability data and objective test results. 
Veterans were discharged with medical 
diagnoses in large enough numbers to 
permit the study of relationships between 


these disabilities and other factors. The 
results of the Minnesota Multiphasic Per- 
sonality Inventory, which were available 
for such a relatively unselected popula- 
tion, provided an objective measure of 
personality within a framework of per- 
sonality scale terminology in wide usage. 
Data on age, education, and intelligence 
also were available for these men which 
would permit either of matching the cases 
within each disability group for these fac- 
tors, or of considering the factors along 
with the personality data as differentiat- 
ing among disability groups. The latter 
course was chosen since it was felt that 
this background data might be as real in 
characterizing the disability group as the 
personality factors, and could be equated 
only at the risk of yielding negative or 
useless results. 

*Dr. S. R. Hathaway has given invaluable 
aid in planning the study and preparing this re- 


port. However, opinions expressed are the re- 
sponsibility of the author only. 


A sampling of the disabled World War 
Il veterans of Minnesota in six cate- 
gories, unselected except for the fact that 
the first 50 or 100 only were tabulated 
for various groups, and that they came 
in for counseling during the latter half 
of 1946 and the first six months of 1947, 
yielded the following numbers of veterans 
in each disability group: Normal (non- 
disabled), 100; Arthritis, 50; Asthma, 
50; Gunshot Wounds, 100; Malaria, 100; 
Uleers, Duodenal, 50. These groups 
were selected because they were among 
the largest of the non-neuropsychiatric 
disability groups, because they were fairly 
homogeneous and easily classified from 
the specific diagnoses available, and be- 
cause they covered a range of disabilities 
considered of psychogenic and non-psy- 
chogenic origin in widely varying degrees. 
Minnesota Multiphasic Personality In- 
ventory test results including the “K” 
scale were available for all of these cases. 
The “K” correction factor®) was applied 
to the scales of Hs, D, Pt, Sc, and Ma; 
the “K-corrected” scores for these scales 
are the only ones cited throughout this 
article. 

Either the individual or group form of 
the MMPI was administered to each of 
the cases in unselected manner. Test 
scores from the Otis Self-Administering 
Test, the Unit Scales of Aptitude, or the 
Ohio Psychological Examination Form 
21 (equated to general population norms ) 
were used as estimates of intelligence. In 
the few cases where more than one dis- 
ability existed, the major disability only 
was used for classification’ purposes. 

Table 1 indicates the means, standard 
deviations, and standard errors of the 
means for the five disabled and one non- 
disabled groups. Table 2 shows the sig- 
nificant differences between the means 
of these groups, and Figures 1 through 5 
portray the MMPI profiles of the dis- 
ability groups as compared with the nor- 
mal group. 
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PERSONALITY CHARACTERISTICS 


RESULTS 


Normal (non-disabled) Group. The 
normal or control group consisted of 100 
veterans without disabilities who re- 
ceived counseling during approximately 
the same period of time as those in the 
disabled groups. The personality profile 
of this control group was essentially the 
same as that of a normal young male vet- 
eran group described in a previous ar- 
ticle??. The scales of Psychopathic De- 
viate and Hypomania are elevated, per- 
haps indicating the selectivity of military 
service. The elevations in. Femininity 
and Hysteria may be attributable to the 
somewhat above average intelligence of 
the group. Average age of the normal 
group was 24, education was 11% grades, 
and intelligence was approximately one- 
half of a standard deviation above the 
average. 

Arthritis. The “arthritis” group was 
defined as having diagnoses of general- 
ized arthritis rather than arthritis of a 
specific locality. The “arthritis” profile 


is characterized by high points in Hypo- 


chondriasis and Hysteria, with slight 
scale elevations in Depression, Psycho- 
pathic Deviation, and Psychasthenia. It 
is significantly higher than the normal 
group in Hypochondriasis and Psychas- 
thenia. In age, too, it is significantly 
higher than the normal, while m education 
and intelligence it is significantly lower. 
This group averaged 29 years in age, 10 
grades completed, and an intelligence T- 
score of 49. The literature reviewed by 
Phillips’? confirms a lack of overt ex- 
pressiveness in arthritis, and relatively 
low intellectual level which is associated 
with the overt symptomatology of this 
disease. The elevation on the scale of 
Psychasthenia found in this study is not 
suggested in the literature. 

Asthma. The group with asthma has 
a MMPI profile elevated on the scales of 
Hypochondriasis, Hysteria, Psychopathic 
Deviate, and Hypomania. It is essen- 
tially similar to the “arthritis” profile al- 
though lower on Psychasthenia. Com- 
pared with the normal group, it is signifi- 
cantly high on the scales of Hypochon- 
driasis and Hysteria, and significantly 
low on Femininity. It is significantly 
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lower than the non-disabled group in both 
education and intelligence, with an aver- 
age education of 10% grades and an 
average intelligence T-score of 52. Pre- 
vious studies“ stress the hysteria and 
anxiety components, and also overactivity, 
which the high elevation on Hysteria on 
the MMPI probably confirms. 

Gunshot Wounds. The “gunshot 
wound” group was characterized by a 
relatively low neurotic triad compared to 
the other disability groups, although the 
scales of Hypochondriasis and Depression 
are significantly high relative to the nor- 
mal group. The profile is significantly 
lower than the normal on Femininity, and 
is high on Hypomania relative to the 
other groups. It is significantly lower 
than the normal group in education and 
intelligence with 11 grades completed, an 
intelligence T-score of 51, and an aver- 
age age of 24. Accident-prone individu- 
als, as discussed in a review of the litera- 
ture‘®’, are characterized by irresponsi- 
bility and instability in home, jobs, and 
school. Neurotic traits are not generally 
mentioned. The Hypomania scale score 
and the relatively low neurotic triad in 
this study confirm previous findings. 

Malaria. The group with malaria has 
the lowest profile of the disabled groups 
and is identical to the normal profile ex- 
cept for being significantly lower on Psy- 
chopathic Deviate and Femininity scales. 
It is higher than the normal group in age 
and lower in education and intelligence, 
with an average age of 25, education of 
10 grades, and intelligence T-score of 52. 
No previous studies on personality fac- 
tors in malaria patients were found. 

Ulcers, Duodenal. The group with 
duodenal ulcers is significantly higher 
than the non-disabled on Hypochondriasis 
and Depression, and significantly lower 
on Psychopathic Deviate, Femininity, and 
Paranoia scales. It is the most deviate 
of the groups from both the non-disabled 
and disabled categories. It is a relatively 
“old” group and below the control group 
in education and intelligence. Average 
age is 29, education 11 grades, and intel- 
ligence T-score 50. In previous studies‘ 
the conflict between aggressive and de- 
pendency tendencies is stressed. Hyper- 
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PERSONALITY CHARACTERISTICS 


irritability and somatic complaints gener- 
ally are also mentioned. The consider- 
able attention paid to this disability by 
psychologists and psychiatrists appears 
warranted by the relatively great devia- 
tion of the group in the present study 
from the other groups. The concern with 
somatic symptoms is emphasized by the 
Hypochondriasis score. Other symptoms 
discussed in the literature are not gen- 
erally confirmed. 

Discussion. Several problems develop 
in defining characteristic personality pro- 
files and signs for various disability 
groups. First the problem arises of de- 
ciding whether the profile should be con- 
sidered deviate relative to T-scores of 50, 
or relative to a control group. Since this 
author has never seen MMPI results for 
a large-scale random population in his 
locality which adhered exactly to an aver- 
age of 50 on all scales of the Inventory, 
it was decided that although the results 
might be much less definite, more valid 
comparisons could be made to a control 
population than to the published norms. 

The second problem concerns the fruit- 


fulness of attempting to distinguish char- 
acteristic profiles of disability groups as 


compared with each other. In view of 
the relatively limited coverage in this 
study of disability categories, it was de- 
cided that comparisons would be largely 
confined to each disability group and the 
non-disabled group rather than among 
the disability groups themselves. Eventu- 
ally it is hoped that profiles and signs will 
be developed which will be more com- 
prehensive than those to be discussed 
here, resulting from comparisons among 
disability groups as well as with the non- 
disabled category. 

In the overall picture, Femininity, edu- 
cation, and intelligence were significantly 
lower for all disability groups than for 
the non-disabled group. In four out of 
five groups, Hypochondriasis was higher, 
and all other scales except Schizophrenia, 
Hypomania, and K distinguished between 
the non-disabled and the disabled in the 
comparisons of one or more of the groups 
with the control. 

The duodenal ulcer group was the most 
deviate from the non-disabled profile, the 
asthma and arthritis groups were the most 
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like each other, and the arthritis profile 
was most like all the others. Specific 
“signs” could be developed distinguishing 
each disability group from the non-dis- 
abled. The following “signs” exclude 
Femininity, education, and _ intelligence 
which differentiated all disabled groups 
from the non-disabled : 


Below the 
normal 
group 


Above the 
normal group 


Hs, Pt, Age 
F, Hs, Hy 
F, Hs, D 
F, Age 

Hs, D, Age 


Arthritis 
Asthma 
Gunshot Wounds . 
Malaria 
Ulcers, Duodenal . 


Conclusions. (1) The arthritis group 
is characterized by dominate neurotic ele- 
vation with the many obvious physical 
complaints of hypochondriasis. It is the 
only group with the Psychasthenia scale 
above the non-disabled. 

(2) The group with asthma also shows 
a predominately neurotic profile although 
the Depression scale is lower than the 
Hypomania. The elevation in Hypo- 
mania above Depression is the most strik- 
ing characteristic of this profile. 

(3) The malaria profile has the fewest 
elevations of any disability group and has 
the lowest elevations of any of the pro- 
files including the normal. It is an older 
group and perhaps therefore had less re- 
sistance than others to the protozoa, but 
is otherwise undistinguished. This dis- 
ease apparently has little association with 
personality characteristics and may be con- 
sidered a disease control group with no 
psychological etiology. 

(4) High point in the personality pro- 
file for the group with gunshot wounds is 
the Hypomania scale. This category 
would appear to be closer to an accident- 
prone group than any other in this study. 
The Hypomania probably indicates rela- 
tively great risk-taking. The concern 
with health, and depression, may be nat- 
ural results of the disability. 

(5) The ulcer group is characterized 
by considerable over-concern with physi- 
cal symptoms and relative lack of the 
repression indicated by Hysteria. The 
profile suggests that satisfaction is ob- 
tained from the physical symptoms; at 
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least the rest of the profile does not sug- 
gest emotional maladjustment. 


SUMMARY AND CONCLUSIONS 


(1) A previous article) reviewed the 
recent American literature regarding the 
relationships between selected disability 
groups and personality characteristics. 
Arthritis, asthma, accident(s) (prone- 
ness), and duodenal ulcers were the dis- 
abilities studied, while malaria was also 
investigated but no data were found. The 
results have been integrated in this study. 

(2) Disabled veterans with arthritis, 
asthma, gunshot wounds, malaria, and 
duodenal ulcers were compared with a 
control group from the same population 
but without disabilities, for differences in 
Minnesota Multiphasic Personality In- 
ventory results as well as in age, educa- 
tion, and intelligence. The population 
from which all groups were drawn con- 
sisted of young adult male World War II 
veterans. 

(3) Personality characteristics in terms 
of MMPI categories were found for each 
disability group. distinguishing it from 
the non-disabled group. Femininity, 
education, and intelligence were signifi- 
cantly lower for all disability groups than 
for the non-disabled. Only Sc, Ma and 
K failed to distinguish between any dis- 
ability group and the non-disabled. 

(4) In general, results of this study 
confirm those of studies previously re- 


ported although the attempt has bee) 
made here to develop more specific sign. 
and characteristics than the literatur: 
yields. 

(5) Studies which will be made on ad- 
ditional disability groups should permit 
the development of characteristic pe: 
sonality signs which will distinguish « 
particular disability group from all other 
disability groups as well as from the non- 
disabled group. 
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INTRODUCTION 


Field theory in modern psychology in- 
sists that the study of behavior dynamics 
must involve both an analysis of the in- 
dividual personality and of the situations 
which act upon a person. Approaching 
personality problems from the social 
science viewpoint, Thomas‘) evolved the 
concept of situationism which postulates 
that the unique pattern of behavior at any 


moment is partially the resultant of situa- 
tional factors which limit and determine 
possible responses which the person may 
make. Murphy?) states that we may 
think of these responses as enactments oi 
specific roles assigned the individual by 
virtue of age, sex, race, occupational sta- 
tus, religion or any other status assigned 
by society. Every person must learn, 
and relate individually to himself, some- 
thing about the psychology of an almost 
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infinite number of social situations to 
which he is exposed in the various periods 
of development. The old saying “When 
in Rome, do as the Romans do” carries 
insight into the principle that in every 
social situation there are certain standards 
for acceptable behavior in terms of the 
age, sex, and status of every person. One 
of the major objectives of training thus 
involves that every person must learn 
what is expected of him in a wide variety 
of social situations and also how to execute 
the required behavioral roles. As a per- 
son grows older and is exposed to situa- 
tions of increasingly greater complexity, 
it is expected that he will progressively 
learn more and more about the different 
roles which he is. expected to play in 
different situations until he finally be- 
comes able to sense and fulfill the demands 
of almost any new situation. The reader 
is referred to Murphy‘? for a more de- 
tailed and authoritative discussion of the 
significance of situationism in relation to 
personality theory. 


PsyCHOLOGICAL CONSIDERATIONS 


For psychotherapeutic purposes, it is 
most important to determine the degree 
to which the person is able to fulfill the 
day-to-day demands of the situations in 
which he finds himself. Assuming that 
the average (normal) person possesses 
sufficient intelligence and emotional stabil- 
ity to learn what society expects of a per- 
son of his particular status, it becomes 
of primary importance to systematically 
evaluate his actual accomplishment in ad- 
justing to the mores, standards and cus- 
toms of each social situation in which 
he finds himself. One factor determining 
mental health is the degree to which a per- 
son is able to effect a harmonious com- 
promise between the needs of his inner 
personality and the demands of the situa- 
tion concerning how he is expected to be- 
have. This process of learning and adap- 
tation to what is expected of one proceeds 
at varying rates and with a range of re- 
sults from total conformance at one ex- 
treme to compensatory adjustments or 
conflict at the other extreme. 


Inconsistency of Inner Personality and 


Situation. For many reasons, any in- 
dividual personality may be unable to con- 
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form to the role expected of him in his 
particular situation. Conflicts engender- 
ing deep emotional disorder may result 
as the person either (a) makes a serious 
attempt to conform but is unsuccessful, 
or (b) succeeds in conforming only at 
the expense of consistency an integrity, 
or (c) is prevented from even attempting 
to conform by factors outside his control. 


Examples: A Northern negro secures profes- 
sional training during which process he devel- 
ops considerable self-respect, self-reliance and 
aggressiveness. On returning to the deep 
South he is unable to accept the subservient 
role expected of him. He discovers that to 
conform means surrendering his hard-won in- 
dependence of spirit; not to conform means 
continual maladjustments and eventual rejec- 
tion from the social group. Either situation 
is productive of conflict and frustration. 

Prior to the German invasion of Italy, Col. 
Z was a self-respecting, self-confident officer 
in the Italian army. He conducted his affairs 
in dignified manner and according to his code 
of honor. With the advent of the German 
army, he found himself relegated to an in- 
ferior position, depreciated openly by German 
officers, and compelled to do many things 
contrary to his former codes. To comply was 
to accept a humiliating status; to rebel was to 
tisk banishment or even death. Choosing 
compliance as the best of two bad situations, 
he conformed to what was demanded of him 
but only with progressive deterioration of 
character and morale. 

A is a member of a minority group. He 
grew up in a small American town and while 
in school was exposed to idealistic interpreta- 
tions of the American system where everyone 
is equal and has equal chances. He looked 
forward to conforming to the group as an 
adult. As an adult however, he is confronted 
with discrimination which excludes him from 
certain social groups and positions. At first 
bewildered, he later develops undesirable com- 
pensatory reactions. 


Circular Chain Reactions. Many malad- 
justments are determined by situational 
chain reactions in which the person is 
stimulated to unhealthy reactions which in 
turn stimulate unhealthy environmental 
reactions which exaggerate further un- 
healthy personality reactions in a vicious 
circle which may be difficult to interrupt. 
These chain reactions may be of many 


types: 


1. Intrapersonal. Usually involving a circle of 
emotional reactions and autonomic instabil- 
ity, e.g. as when emotionality stimulates psy- 
chogenic organ neuroses which stimulate hy- 
pochondriasis which stimulates increased 
emotionality, etc. 
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2. Interpersonal, These may involve either sin- 
gle individuals, or an individual and a group, 
or the members of groups. Usually the 
person or persons discriminated against are 
members of a minority or are otherwise con- 
spicuous and stimulate a vicious circle of 
aggressive actions and retaliations, e.g., race 
or religious persecution. 

3. More rarely, circular reactions may involve 
a person and some nonpersonal problem as 
when frustration arises in connection with a 
problem which is either insoluble or beyond 
the person’s abilities. 


Pathogenic Situations. Situationism postu- 
lates that some situations involve patho- 
genic factors which would tend to stim- 
ulate maladaptive reactive patterns in even 
the most stable “normal” person. When 
placed in pathogenic situations, it is con- 
ceived that all persons would tend to de- 
velop maladaptive behavior and must, per- 
haps, react in the same manner. Murphy°?? 
states that for situationism, personality 
is the generic human response, the re- 
sponse which any person has to make to 
a situation that is fully determined by 
the role requirements of anyone who must 
function in that situation. This viewpoint 
should be contrasted with the modern psy- 
chiatric objective of working directly with 
the personality itself for the purpose of 
strengthening it so as to permit it to face 
any situation. Situationism, in contrast, 
would postulate that it is normal for mal- 
adaptive reactions to occur in pathogenic 
situations since it is the nature of the sit- 
uation rather than the nature of the re- 
acting personality which determines the 
response. Compared with psychoanalysis 
or behaviorism which stress the impor- 
tance of past history in building up habit- 
ual patterns of response, situational theory 
places major emphasis on field theory 
in relation to the pressure of factors which 
determine the day-to-day requirements 
and more particularly the situation at the 
present moment. Although giving weight 
to developmental factors in past history, 
field theory requires that major emphasis 
be placed on present situations. 


TECHNIQUE 


Situational Knowledge. For maximum 
effectiveness, it is desirable for the thera- 
pist to have wide and intimate knowledge 
of the types of situations which engender 
situational maladjustments. 


DANIEL N. 


This knowl- © 


WIENER 


edge should be specific to local social ai (| 
cultural factors which are best understovd 
through direct personal contacts. While 
general scientific knowledge may be if 
value in reaching general orientations io 
problems, there can be no substitute for 
extensive and detailed information con- 
cerning local conditions. This knowledge 
is perhaps best obtained from having lived 
through a wide variety of traumatic sit- 
uations oneself but also can be obtained 
from intensive reading and case study. 

Unfortunately, detailed case studies are 
not now available concerning the large 
variety of chain reactions which are known 
to exist. However, sociometric and group 
therapy methods are available which pro- 
vide approaches for studying people in 
action in the types of situations where 
critical maladjustments arise. Ideally, it 
would be desirable for the clinician to © 
live through pathogenic situations with the 
client preferably through 24 hour con- 
tacts. This is to some degree possible in 
institutional situations where close obser- 
vation is possible, or in schools by the 
psychologist, or in the home by the social 
worker. In the absence of close observa- 
tional contacts, detailed knowledge of the 
main types of situational maladjustment 
will frequently permit a relatively valid 
appraisal of the types of difficulties which 
any particular person is apt to become 
involved in. 

In our clinical experience we have been 
repeatedly impressed with the fact that, al- 
though many clients are aware that some- 
thing is wrong and are able to ventilate | 
reactive affective states relatively easily. | 
the average situationally maladjusted per- | 
son may have little insight into the aetio- 
logic factors. Nondirective techniques — 
are effective in dealing with reactive emo- 
tional complexes but they do not inevitably 
give insight into or remove pathogenic 
situational factors. Valid knowledge of 
the various situational maladjustments 
frequently permits a rational directive 
manipulation of pathogenic factors. 


Situational Analysis. An important mat- 
ter of diagnosis concerns the problem of 
estimating the degree to which any behav- 
ior pattern is a function of a situation, 
i.e., the extent to which the personality 
response is determined by situational fac- 
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tors over which the person has little con- 
trol and which are largely outside him- 
self and not completely determined by his 
own characteristics. If any particular be- 
havior pattern is the resultant of a field 
of forces (situation), some of which are 
determined by the inner organization of 
the organism but most of which are deter- 
mined by the nature of the environment, 
it is significant both diagnostically and 
prognostically to make at least as full and 
as systematic a study of the situations 
which act upon people as is the study 
of the internal structures which respond 
to these situations‘): 

Clinical experience indicates that situa- 
tionally maladjusted persons show varying 
degrees of lack of insight into the com- 
plexity of aetiological factors determining 
their difficulties. Entering a situation 
with good intentions and without aware- 
ness of the potentialities of maladjust- 
ment, a vicious circle of aetiological causes 
becomes built up, resulting in maladjust- 
ment, and followed by various unhealthy 
personality reactions of which emotional 
instability is one of the commonest. It 
must be emphasized that these emotional 
states are largely reactive, and not pri- 
mary aetiologic factors. Although con- 
stitutional affective patterns are some- 
times involved, it is our opinion that the 
reactive states constitute a large percent- 
age of the affective patterns observed in 
situational maladjustment. 

It is important to formulate a theo- 
retical system of psychopathology in order 
to have some rational basis for approach- 
ing problems of diagnosis, prognosis, and 
therapy. Traditional “‘passive” psycho- 
analytic approaches have been almost 
totally concerned with the discovery of 
unconscious (depth) factors originating 
in early childhood, and has therefore de- 
veloped diagnostic and therapeutic meth- 
ods related particularly to depth analysis. 
Horney’) is perhaps most representative 
of newer viewpoints in psychoanalysis 
which place more emphasis on current 
situational factors in maladjustment. 
Rogerian non-directive methods“) postu- 
late that maladjustment is determined by 
emotional factors which impede optimum 
realization of homeostatic growth princi- 
ples in the organism, and thereby are 
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primarily directed to the expression, 
acceptance and clarification of affective 
complexes nondirectively. Either in the 
orthodox psychoanalytic or the new non- 
directive methods, the major effort in 
diagnosis and therapy is directed toward 
the understanding of inner personality 
organization with relatively little attention 
being given to the nature of the external 
situation (the total field forces) to which 
the person is currently reacting. Without 
denying the importance of depth or emo- 
tional factors in selected cases, situation- 
ism insists upon the importance of 
situational analysis in order to determine 
(a) whether any specific disorder is a 
function primarily of situational factors, 
and (b) if so, to identify such factors 
for diagnostic, prognostic and therapeutic 
purposes. 

The problem of suicide may be taken 
as a convenient example to illustrate the 
differing approaches of psychoanalysis, 
nondirective methods, traditional psychi- 
atric viewpoint and situationalism. 


Orthodox psychoanalytic theory might ap- 
proach suicidal urges in terms of death instincts 
(Freud, 2,), death wishes (Jones, 4), etc., which in- 
volve aggressive impulses turned inward. 

Nondirective methods might seek to discover 
unexpressed and unaccepted emotional complexes 
which are considered to prevent the normal real- 
ization of growth principles which are considered 
to lie dormant in everyone. 

The traditional psychiatric viewpoint regards 
suicidal urges as never normal, being associated 
with depressive psychoses or reactive depressions 
which involve either functional or organic patho- 
logical states of the nervous system. 

Situationism, however, might discover patho- 
genic factors in the total situation which might 
stimulate suicidal impulses as a normal, and per- 
haps inevitable, result of the totality of field 
forces operant. 


Modern field theory in psychology 
stresses that equal attention be given both 
to the inner organization of the person- 
ality which may be capable of considerable 
resistance to external pressures, and also 
to the total situation which may largely 
define the limitations of individual re- 
sponse. It is therefore important to study 
not only the individual personality with 
particular reference to constitution and 
early development but also the environ- 
ment with reference to the specific situa- 
tion as it changes from moment to mo- 
ment. If this viewpoint is valid, it follows 
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that the more limited viewpoints of psy- 
choanalysis, traditional psychiatry, non- 
directive methods and “passive” methods 
may be inadequate for the study of total 
field forces. In fact, psychoanalysis will 
be contraindicated when the maladjust- 
ment is largely situational, nondirective 
methods as presently defined will be limit- 
ed only to the handling of minor affective 
factors, and the traditional psychiatric 
emphasis on the past instead of the pres- 
ent will need to be abandoned. 


The Reality Principle. One of the results 
of valid situational analysis is that real- 
istic evaluations are made both of the 
person and the environment in which he 
exists. Such a realistic evaluation has 
not always been achieved in the past 
by proponents of the various “schools.” 
Environmentalism as represented by 
Behaviorism has overemphasized mech- 
anistic determination of behavior by 
oversimplified cause-effect (S-R) formu- 
lations. Hormic psychology has over- 
emphasized purposive factors in behavior 
and has gotten into difficulties with con- 
cepts of “Will-Power” and volition. The 
psychoanalytic viewpoint has influenced 
modern psychiatry into accepting the 
tenet that the objective of therapy is to 
strengthen the personality so as to be 
able to resist any stress. This is pre- 
sumably to be accomplished by depth 
analysis which seeks to modify long 
established patterns of character and habit 
formation. Situationism may be _ re- 
garded as insisting upon a more realistic 
understanding of all forces operating in 
the psychological field of the moment. 
Situational analysis makes possible a valid 
approach to case planning with reference 
to what is possible in prognosis and ther- 
apy. It is an attempt to deal with the 
situation as a whole, assigning proper 
weights to all factors in the psychological 
field of forces. 


Situational Therapy. To the degree to 
which situational factors are aetiological 
to maladjustment, therapy involving situ- 
ational manipulations may be effective. 
Moreno®®, in his contributions on sociom- 
etry and psychodrama, was_ perhaps 
first to recognize and utilize the possibili- 
ties of manipulating and restructuring the 


DIRECTIVE PSYCHOTHERAPY 


situation so as to stimulate growth » 
desired directions. The principle involv: ( 
is to stress situational factors stimulati: ¢ 
positive growth while removing factors 
stimulating negative reactions. Morenc s 
approach involves systematic studies «/ 
all details of interpersonal relations, grow 
structure, role playing, ete., which are 
manipulated actively as in controlled 
group therapy or allowed to materialize 
spontaneously in uncontrolled group ther- 
apy. Sociometry has particular signiii- 
cance in the diagnosis of the character- 
istic roles which a person plays, and also 
for analyzing the factors contributory to 
the selection of particular roles. 

There are many possibilities for re- 
structuring the total situation for thera- 
peutic ends. 


1. Removal from pathogenic situations. A}- 
though escapist solutions are generally un- 

* desirable, they may be the only practical solu- 
tion to situations which are unalterab!y 
pathogenic. 


Example: With a completely uncooperative 
psychopathic parent, the only solution may 
be to remove the child to a foster home. 


to 


Alteration of pathogenic situation. Identifica- 
tion of pathogenic factors may permit their 
removal or modification so as to decrease 
pathogenicity. 


Example: Removal of a psychopathic child 
from a schoolroom may completely alter 
group structure with substitution of posi- 
tive for negative field forces. 


3. Manipulation in Directive therapy. Internal | 
factors relating to the total situation may be 
modified so as to produce amelioration of 
pathogenicity, i.e. the vicious circle is attacked 
in those of its parts which are related to in- 
ternal personality organization. 


Example: The person may come during ther- 


apy, to have insight into the manner in 7 
which factors under his control are con- 


tributing to the circular chain reaction. © 


The vicious circle is broken in its segments © 
involving personality factors. 


4. Spontaneity training. In the sense of Mor- 
eno(6), people may learn to react to present 
situations spontaneously, responding to fullest 
ability to the unique configuration of each 
new situation, and escaping from mechanistic 
determination of behavior on the basis of out- 
grown habits. 


Example: The delinquent youth who con- 
ceives himself in terms of criminalistic 
roles may be placed in a new environment 
which spontaneously stimulates the ac- 
ceptance and living through of more posi- 
tive roles. 
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_ Group therapy. To an extent greater than 
any other method, group therapy may deal 
with the actual situations in which critical 
maladjustments appear. A dynamic situa- 
tion is created in which diagnosis and therapy 
are carried on as part of a life experience 
in which the organism partakes with all the 
resources at its disposal. 


Clinical judgment will determine the 
points and methods of attack most 
suitable for the individual case. Therapy 
mav be directed toward (a) modification 
of personality organization, (b) modifi- 
cation of external situation, or (c) most 
commonly to some combination of the 
first two. 


Details of Therapy. The method out- 
lined here is regarded more as a general 
viewpoint or orientation within the frame- 
work of which standard techniques will 
be utilized. As with all valid psycho- 
therapy, it is understood that the approach 
is genuinely client-centered even though 
the counselor may assume considerable 
responsibility for the identification and 
modification of pathogenic factors in the 
total situation. In this connection it 
should be emphasized that “active” or 
“directive” psychotherapy is not inevitably 
“counselor-centered” or otherwise detri- 
mental to. the client-centered principle. 
Any type of administrative or therapeutic 
relationship may be conducted either im- 
personally (without interjection of sub- 
jective, judgmental, egoistical attitudes ) 
or personally with all shades of subjec- 
tivity. It is unrealistic to avoid frank 
consideration of problems relating to the 
division of responsibility between coun- 
selor and client for the execution of 
various parts of case handling. 

Many of the techniques of the clinical 
psychologist will be applicable to situa- 
tional disorders since this aetiogical group 
does not usually involve organic or medi- 
cal problems and will usually be accessible 
through methods involving sociometry, 
the psychology of learning, and environ- 
mental manipulation. 


ILLUSTRATIVE CASE 


The following case will be presented 
in some detail to illustrate some of the 
clinical problems encountered in dealing 
with personality maladjustments in which 
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pathogenic situational factors play pri- 
mary aetiologic roles. 


G.L., age 21, single, female, completed first 
year high school, no occupation. 


Chief Problems: Uncontrolled affective-impul- 
sive behavior beginning about age 8 when 
a younger sister caught up and passed her 
in school. Coming from an upper-class, well- 
to-do family with high cultural standards. 
she apparently began to develop feelings of 
inadequacy and insecurity as a reaction to 
subtly critical and rejecting attitudes which 
developed in her parents and 4 siblings as it 
gradually became apparent that she was the 
least capable of the family and would be 
unable to achieve levels of accomplishment 
expected of her. 

Over the years, an intolerable interper- 
sonal situation developed between G.L. and 
the rest of her family. She was closest to 
her father but did not completely trust 
and feel secure in him, probably because he 
periodically became irritated and frustrated 
over her inability to control impulsive be- 
havior and undesirable personality reactions. 
Over the years, her father has done most to 
help and protect her but there have been 
periods when he rejected her completely and 
literally pushed her forcibly out of his home. 

Toward her mother, G.L. developed feel- 
ings of intense hate particularly when the 
two are together for any period of time. 
The mother is apparently a_ self-centered, 
relatively domineering person, who has small 
patience with those who do not live up to 
her standards. She has been frustrated by 
the futility of her efforts to regulate G.L. 
Between mother and daughter, interpersonal 
relations have become progressively more 
strained until within the last few years their 
relations have been marked by violent quar- 
rels and scenes. 

Toward her 3 sisters and brother, an 
attitude of defensive warfare has existed. 
Her sisters have taken highly competitive 
attitudes, depreciating her accomplishments, 
and disparaging her personally by calling her 
“dumb” or “crazy.” She does not feel com- 
fortable in their presence and has no friendly 
feeling toward them. 

Over the years, G.L. has experienced in- 
creasing difficulty in competing interperson- 
ally with her family. Continually frustrated 
by their verbal jibes, she fought back with 
the only tool available, namely, emotionalism. 
She indulged in increasingly frequent tan- 
trums, tirades, quarrels and even violence. 
Unable to think of a sharp retort in retalia- 
tion to the negativity shown by her family, 
she became progressively frustrated and lived 
in a state of constant emotional upheaval. 

Matters became acute at about age 15 
when her parents decided to separate. As 
family relations disintegrated, her condition 
became worse. She had a series of thera- 
peutic interviews with a psychiatrist but these 
did not produce any amelioration of home 
conditions even though mother and father 
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also visited psychiatrists. Unable to adjust 
well when living with either mother or father, 
she shunted back and forth between their 
homes, staying in each as long as she could 
but usually becoming involved in some crisis 
in which things would become intolerable 
and she would go to the other parent. When 
angered she would either throw things or 
retreat into her room for days. No one could 
influence or control her. 

During the last five years, she has become 
increasingly preoccupied with food and cook- 
ing. She took a short course in cooking and 
home making, and at last seemed to have 
discovered something in which she could 
outshine her siblings. She became preoccu- 
pied with all details of cooking, and _ in- 
sisted on doing everything herself. However, 
her judgment was not always good and the 
results of her efforts were not always edible. 
The slightest criticism or rejection of her 
efforts would anger her terribly. She would 
throw a plate of food at her sister at the 
slightest comment. 

In the summer of 1947, she became highly 
agitated one day when her brother refused 
to eat some burned food. She went to her 
room and took 50 sleeping capsules which 
resulted in near fatal unconsciousness lasting 
four days. On recovery she was placed in 
two private mental institutions for periods 
of ten days each. The opinion of several 
psychiatrists was that she could not ever 
return home to either parent. Therefore the 
family attempted to board her out with 
friends. This did not work out because 
G.L. was so irregular in habits and behavior 
that she upset the routine of her boarding 
home. She reacted impulsively to every- 
thing, either attempting to force kindly ac- 
tions on others, or withdrawing for hours 
or days into her room or the bathroom to 
sulk. 

Attempts to secure a job for her failed. 
Her habits of life were demoralized. She 
seemed to be able to withstand no unusual 
deviation in her daily pattern. She has great 
ambitions but never able to execute them. 
One can get along with her only by catering 
to her whims. Any interference or regula- 
tion produces stubborn, negativistic impulsive 
behavior. 

The main problems concern what G.L. 
is to do, with whom to live, and how to at 
least exist smoothly. She cannot get along 
with her family because of a vicious circle 
of negative interpersonal attitudes. She can- 
not get along with strangers because they 
will not cater to her behavior. She is not 
legally insane and therefore not commitable ; 
besides, when she is placed in mental hospi- 
tals, she puts on her best behavior and they 
see no reason to keep her even if the family 
could afford it. 


Family History: No history of mental disorder 
except for maternal grandmother (after whom 
G.L.« was named) who had traumatic head 
injury and became psychotic. Father appar- 
ently a mild neurotic. He came from wealthy 
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family. Her mother apparently married fo 
money, always having expansive plan 
Mother divorced father after several year 
of interpersonal tensions. 


Past History: Normal birth. No unusual child 
hood diseases, accidents or operation: 
Marked educational retardation. Never di 
well in school; seemingly unable to gras) 
work or to concentrate. Lacking in con 
fidence concerning herself. 

Social relations always poor. Never had 
many friends. Preferred to be by herseli. 
Apparently sensitive about problems outlined 
above. 

Emotional life always unstable since be 
ginning of school difficulties. Close only to 


father. Little open interest in men. Hates 
mother. Distrusts siblings. 
Personal habits very unreliable.  Inter- 


ested only in cooking and domestic work. 
Since accumulation of maladjustments has 
become deceitful; attempts to cover up by 
extensive prevarications. Very unreliable 
about money. Will give anything away to 
get friendship. Some question about having 
picked up money left lying about at home. 
Has been known to open letters to find out 
if they contain anything about her. Very 
suggestible. Copies people, especially her 
mother. 


PSYCHOLOGICAL EXAMINATION 


G.L. is a small, slender rather attractive girl. 
She is rather pretty and takes care with her 
appearance and dress. When she is in an ac- 
cepting environment, she makes a very favorable 
impression. Her cultural background has given 
her a congenial friendly manner. Goes out 
of her way to make friends and make a good 
impression. Casual observation would suggest 
that she was a somewhat immature person of 
college type. 

It is only through observation of her behavior 
when she meets some obstacle that the magnitude 
of her instability becomes evident. At these 
times, she shows an emotionality which appears 
to disintegrate her normal personality. She enters 
a dazed state, almost resembling a trance, in 
which she impulsively does whatever comes into 
her head. She herself states that she never 
knows what she is going to do. She may col- 
lapse into tears or withdraw into her room 
or enter a tantrum. 

During this emotional state, only a few per- 
sons whom she happens to trust can influence 
her. Because of the unpredictability of her 
behavior, she effectively succeeds in terrorizing 
her environment into doing whatever would seem 
to quiet her down. 

She has considerable insight into the magni- 
tude of her maladjustment and is acutely unhappy 
about herself. She realizes that she is a difficult 
burden to peopie, but cannot control the. behavior 
which she recognizes is at fault. After each 
new discouragement, she feels like ending it all. 
She is losing hope whether there is any place 
in the world for her. 


Diagnostic Formulation. The pattern of person- 
ality development encountered in this case 
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may be understood as a_ severe situational 
maladjustment. Apparently normal until age 
of eight, when she first experienced a com- 
petitive academic situation in which other 
siblings rapidly outdistanced her, she began 
to develop unhealthy personality reactions in 
relation to the critical rejecting attitudes of 
her family. Perhaps the most important 
pathogenic factor is the tendency of the total 
situation to stimulate unhealthy neurotic 
compensatory behavior. She has developed 
severe feelings of inadequacy. In attempting 
to use neurotic mechanisms to solve her 
problems, she has stimulated a further vicious 
circle of retaliatory behavior in which the 
worse she acts, the more she is rejected, 
so the worse she acts, etc. Completely un- 
able to cope with the situation, suicide seemed 
the only solution. 

Although she is severely psychoneurotic, 
this classification does not adequately describe 
the total situation to which her personality 
difficulties are a reaction. She is not psy- 
chotic in the psychiatric or legal senses. 


Therapeutic Formulation. Before any intensive 
program of therapy can be undertaken, it is 
necessary to first find a situation where she 
can at least live quietly. She does not wish 
to go home to her family, and they don’t 
want her. She is too much of a problem 
for a boarding home, and cannot live by 
herself because she needs some regulation 
and protection. She is not an institutional 
case, and no state institution will take her. 
She was actually placed at a mountain camp 
for convalescent neuropsychiatric patients 
which is operated like a dude ranch with a 
total absence of medical or institutional at- 
mosphere. It is hoped that she will be 
able to remain here long enough to permit 
intensive individual therapy. 

Because of the instability and lack of or- 
ganization of behavior in every area of life, 
she is put on a regular routine of living 
which minimizes the opportunity for impul- 
sive actions. 

Intensive work must be done with family 
members to acquaint them with their part 
in the total situation, so as to prevent any 
recurrence of past patterns when G.L. returns 
to community life. 

Individual psychotherapy must be directed 
to the release, acceptance and clarification 
of emotional attitudes; to the acquisition of 
more confident, adequate conceptions of self ; 
to the acquisition of insight into the dynamics 
of adjustment; to the perfection of many 
small details of efficient living; to the im- 
provement of interpersonal relations; and, 

. throughout everything else, general super- 
vision and protection against the dangers 
of impulsive action. 


DIscuSSION 


Modern field theory of personality 
stresses the total interactions of factors 
determined by inner organization with 
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factors determined by the external milieu. 
Behavioral status may be the resultant 
of any permutation or combination of 
organismic or environmental factors 
operant at any moment. Situationism 
is a refined form of environmentalism 
which primarily stresses the modes in 
which situations may determine the pat- 
terns of personality manifested at any 
moment. As emphasized by Murphy”), 
situationism differs from Behaviorism 
or psychoanalysis in minimizing the im- 
portance of the fixation of character or 
habit in early childhood and in stressing 
those pressures which dominate the pres- 
ent moment. Situationism is not. to be 
regarded as a system complete in itself 
but rather as involving a very important 
insight into limited areas of personality 
which are intimately determined by situa- 
tional factors. In relation to diagnosis 
and therapy, situationism is concerned 
with the identification and modification of 
pathogenic factors in the situational field. 

It is not to be implied that the signifi- 
cance of situationism has been generally 
overlooked in either psychology or psy- 
chiatry. On the contrary, many au- 
thors“: 3. > ¢ 7) have elaborated the con- 
cept both theoretically and clinically. It 
does not seem unfair to state, however, 
that traditional theories of psychological 
determinism whether involving heredity, 
environmentalism or psychoanalysis have 
been a frequent source of theoretical 
error through failure to recognize the 
fluid day-to-day changes in personality 
which are determined by the changing 
situation. While some types of disorder 
are primarily determined by hereditary, 
constitutional or acquired factors condi- 
tioned in past history, other types are 
situationally determined with relatively 
little influence of the former factors. Con- 
siderable errors may occur because of 
preoccupation with past history and fail- 
ure to understand or adequately predict 
the nature of personality reactions which 
are determined in present situations. 


SUMMARY 


The implications for diagnosis and ther- 
apy of modern field theory in psychology 
are reviewed with particular reference to 
situationism. Situationism is a theoreti- 
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cal approach which emphasizes the dy- 
namic mechanisms whereby personality 
is fluidly moulded by the continuity of 
the situations in which a person finds 
himself. It is postulated that certain 
types of personality maladjustments are 
situationally determined, and it therefore 
becomes important to identify pathogenic 
factors for purposes of diagnosis, prog- 
nosis and therapy. Psychopathological 
studies have clarified the mechanisms 
whereby vicious circles of pathogenic 
factors are established and tend to become 
progressively magnified unless interrupted 
at some point of the chain. The signifi- 
cance-of situational analysis and therapy 
is discussed and illustrated by case ma- 
terial. It is concluded that a realistic 
evaluation of the total situation is essential 
for valid case handling. 


6. Moreno, J. L. Who shall survive? 
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COMMENTS ON THE SHAKOW REPORT ON TRAINING IN 
CLINICAL PSYCHOLOGY 


DONALD G, PATERSON 
University of Minnesota 


In general, one can not help being fa- 
vorably impressed with the Shakow Re- 
port®). The Committee made a sincere 
attempt to chart a new course in graduate 
professional training in clinical psychol- 
ogy. But this should not blind us to the 
need for reflection, discussion, and ex- 
perimentation with respect to various 
parts of the Report, in spite of the fact 
that the report was apparently approved 
in toto by the APA Council of Represen- 
tatives at the Detroit meeting ‘ ?- 477), 

So far as the writer can judge, certain 
weaknesses appear in the report. And 
the present writer is moved to comment, 
not because he is in any major way re- 
sponsible for the training of clinical psy- 
chologists, but primarily because he has 
been interested, for many years, in seeing 
the principles and methods of applied psy- 
chology utilized in approaching any 


“problem of every-day life” outside of as 
well as within the field of psychology. 
The educational philosophy appears to © 
be based on the A. Flexner “subject mat- — 
ter centered” type of educational pro- 
gram“) rather than the J. B. Johnston 
“student centered” type of program’). © 
In other words, there appears to be no — 
recognition of the principle of adjusting 
the training program at either the under- 
graduate or the graduate level to inevi- | 
table individual differences among train- 
ees. This committee, on the training of 
clinical psychologists, failed to apply one | 
of the basic principles of psychology and 
especially of applied psychology, namely. 
due regard for individual differences. 
The type of educational planning ap- 
pears also to be aimed at the production 
of clinical psychologists each of whom 
must be made to conform to an idealized 
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pattern of what the committee members 
believe a clinical psychologist should be. 
Is this due to a sort of “averaged pro- 
jection” phenomenon characterizing the 
committee members rather than to a real- 
istic understanding of the variety of clini- 
cal psychologists that must inevitably be 
produced to fill the variety of clinical psy- 
chological jobs that must inevitably exist ? 

Applied psychology in the area of cur- 
riculum construction has, for years, 
stressed the necessity of using job analy- 
sis, as a first step, in educational plan- 
ning“ 5+ 1, Failure to utilize this type 
of research approach is proved by two 
facts, namely, the preparation of the com- 
pleted report in the short space of five 
months or less and failure to recognize 
the importance of, or to even mention, the 
only available description, by Shartle, of 
what psychologists in twenty-eight typical 
positions actually do. The first fact is 
due to reliance on previous committee re- 
ports each of which committed the same 
type of error.’ The second fact is due ap- 
parently to acceptance of an assumption 
that curricula should be approached from 
“above down” rather than from “below 
up.” Is it a mere coincidence that both 
the 1947 Policy and Planning Board and 
this Committee failed to mention the 
Shartle Report which was published in 
December, 19469) ? Furthermore, neither 
group appears to have permitted any of 
the facts as disclosed by Shartle to influ- 
ence their discussions or thinking. On 
the contrary, the Shakow Report appears 
to have relied on the Policy and Planning 
Board Report) to justify its pre-occupa- 
tion with training for the Ph.D. while 
neglecting the need for planning a realis- 
tic program for terminal M. A.’s as 
well, This illustrates the well-known 
fallacy of “argument ad hominen.” It is 
disturbing to note that this error is com- 
mitted by committee members who em- 
phasize the necessity of rigorous training 
in research methodology for future 
Ph.D.’s in clinical psychology. Why do 
those who have already “arrived” fail to 
utilize their own past research training in 

1. One should note that every reference ap- 
pended to the Shakow Report, except the refer- 
ence to Flexner, is dated from 1943 on. Of 


these nine references, one is dated 1943, one in 
1945, two in 1946, and five in 1947. 
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approaching a new, baffling, and complex 
problem especially in educational planning 
at the graduate level ?* 

Three recommendations at the conclu- 
sion of the Report were presented to the 
Council of Representatives, namely: (1) 
Endorse the report; (2) present the out- 
lined training to universities for com- 
pliance ; and (3) publish the report in the 
American Psychologist. The third rec- 
ommendation would seem to be a reason- 
able one but the first two seem to be a bit 
hasty as an approach to the solution of a 
complex problem in our struggle to pro- 
fessionalize psychology. A better ap- 
proach, it seems to us would have changed 
the first two recommendations to: (1) 
That the present report be accepted, and 
(2) that the program, here outlined, be 
presented to the universities offering doc- 
toral training in clinical psychology for 
discussion, experimentation, and_ trial 
with reference to specific parts of the out- 


2. In commenting on this brief note, Dr. 
Laurence F. Shaffer, in a personal communica- 
tion to the writer (February 25, 1948), stated, 
“The Committee did use a job analysis . 
distributed it to Committee members . . . and 
revised it in the light of their valuable com- 
ments . . copy is enclosed. . It is un- 
fortunate that the Committee did not include it 
in its report as published. . . . At least refer- 
ence should have been made to its use... . 
Your comments, therefore, are not justified al- 
though you did not have any reason to know 
it. . . . The report by Shartle was also ex- 
amined with great care. . . I regret Shartle’s 
lack of emphasis on research in some of his job 
descriptions. He is undoubtedly right that 
clinical psychologists do not do research but 
this must be remedied. . I believe a for- 
ward-looking Committee must go beyond pres- 
ent qualifications of personnel in service, and 
must seek to improve the qualifications.” The 
writer on March 1, 1948 replied: “I agree the 
Committee should have referred to your job 
analysis. . . . I believe it should have stated 
that the Committee did study the Shartle report 
but didn’t like the facts so decided to prepare a 
hypothetical job analysis concerning an ideal 
training program for an ideal clinicai psycholo- 
gist with a specialized Ph.D. ideally prepared to 
cope with all problems of diagnosis and therapy 
to be encountered in the most complicated and 
difficult cases that might arise. . . I agree 
that job analyses of the status quo should not 
imply approval of the status quo. But I dis- 
agree that an idealized analysis is the only al- 
ternative. I believe in surveying the 
actual facts, suggesting realizable gains, and 
setting long-range goals. . . . This is realistic 
gradualism.” 
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line as well as to the outline as’a whole.* 

It would seem reasonable to some of us 
that complex problems in any phase of 
applied psychology should not be solved 
by committee fiat. Would it not be safer 
to recognize the desirability of persuading 
universities to try out, experiment, and 
adapt various training proposals for a 
period of from four to six years or more 
before arriving at definitive answers? In 
the opinion of the present writer, curri- 
culum building by committee decree is 
suspect in any field and especially in the 
field of psychology. 

3. The writer is aware of the practical de- 
mands for speed in preparing a program for the 
Veterans Administration and the U. S. Public 
Health Service but he believes this need could 
have been met by a tentative outline coupled 
with a plea for further study, research, and ex- 
perimentation. In this connection it is impor- 
tant to note that Wolfle’s study and review of 
the Harvard Report!) leads him to question 
the wisdom of these specialized programs from 


the point of view of “psychology as a whole” 
(11, p. 63). 
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RELATION OF DOMINANCE TO NON-DIRECTIVENESS 


IN COUNSELING! 
VIRGINIA T. HARDY 
Pennsylvania State College 


INTRODUCTION 


Much has been written during recent 
years on the non-directive type of psycho- 
therapy. However, in most of the ma- 
terial, the emphasis has been placed on the 
actual technique while little is said of 
the personality of the counselor as a factor 
in effective use of this method. Only two 
articles discussing aspects of the coun- 
selor’s personality and its effect on non- 
directive therapy have been discovered in 
the literature. Reid and Snyder“ con- 
ducted an experiment on how accurately 

1. This report comprises a summary of an 


M.S. research conducted under the supervision 
of William U. Snyder, Ph.D. 


counselors are able to recognize feelings. 
They discovered considerable variation in 
the feelings recognized by the counselors 
in their study. Snyder? in an article on 
“Warmth” in non-directive counseling, 
pointed out that some individuals are more 
able to feel themselves to be experiencing 
the problems of the other person. He be- 
lieves that such a person may have certain 
attributes and traits which play a part 
in making him a more successful non-direc- 
tive counselor than an individual who is 
lacking in these traits. 

The present study was designed to 
throw light on the relation of dominance 
in the personality of a counselor to his 
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effective use of the non-directive technique. 
An initial hypothesis was made that a very 
dominant individual is a less successful 
non-directive counselor because of his tend- 
ance to inject his own thoughts into the 
counseling situation. 


PROCEDURE 


Subjects. The subjects for this study were 
twenty graduate students of psychology 
or education enrolled in a course in non- 
directive counseling at The Pennsylvania 
State College and an additional five grad- 
uate students who had previously taken 
this same course. All testing was accom- 
plished within three weeks of completion 
of the counseling course so that the sub- 
jects would be as familiar as possible with 
the precepts of the non-directive tech- 
nique. 

It was somewhat difficult to assemble 
a battery of tests which would indicate 
the presence of dominance or submissive- 
ness in an individual. Five tests were 
finally selected as directly or indirectly 
measuring either the desired trait or some- 
thing close to it. Included were the A-S 
Reaction Study by Floyd and Gordon 
Allport, which purports to measure ascend- 
ance and submission in personality; the 
Inventory of Affective Tolerance by Wat- 
son and Fisher, measuring capacity to 
deal with affective tensions or emotional 
excitements ; the Attitude-Interest Analy- 
sis Test (M-F Test) by Terman and 
Miles which gives a measure of emotional 
masculinity and femininity ; and the Pic- 
ture-Frustration Study by - Rosenzweig, 
giving an indication of how a person deals 
with frustrations. In addition to these 
devices, a Sentence Completion Test de- 
veloped during World War II in the 
Office of Strategic Services by Murray 
and MacKinnon was utilized. The pur- 
pose of this particular projective test is to 
provide data which when analyzed will 
eg significant facts about the individ- 
ual. 


Materials. 


Sixty client statements were 
assembled from mimeographed copies of 
interviews with two clients in which the 
non-directive method of counseling was 
used. The statements were recorded by 
the writer on a dictaphone equipped with 
an amplifier for playing back the cylinders. 
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The subjects were assembled and a suit- 
able amount of paper was given them. 
They were informed that they would be 
presented with sixty recorded statements 
made by individuals who were being coun- 
seled for various problems, and were re- 
quested to write after each statement the 
reply they would give if they were coun- 
seling the client using the non-directive 
technique. A one minute interval fol- 
lowed each statement. This pause was 
believed to be ample time for most sub- 
jects to respond, and it was not too much 
more than the period within which they 
would be responding in an actual counsel- 
ing situation. The subjects were kept in 
ignorance of the purpose of the study 
until after all tests were completed. 


Methods. The replies made by the sub- 
jects to the client statements were classi- 
fied according to Snyder’s) categories 
of counselor statements. A scale of values 
assigned for each of the categories is given 
in Table 1. A non-directive score for 
each subject was derived by adding the 
values assigned to his classifications on 
the sixty items. 


Taste 1. Values Assigned to Categories. of 


Counselor Statements 








Clarification of Feeling 

Restatement of Content 

Non-directive Lead 

Structuring 

Forcing Client to Develop Topic .... 
Reassurance 

Simple Acceptance 

Pause 

Interpretation 

Giving Information 


‘i 
SCORN OA nowt 





A reliability coefficient (rank order cor- 
relation) of .96 between first classification 
and a reclassification by the experimenter 
after an interval of three weeks was _dem- 
onstrated. 

In order to check the validity of the 
writer’s classifications, five individuals 
proficient in non-directive techniques 
classified the statements of twenty subjects 
(each classifying four papers) without 
knowledge of the original classifications. 
The subjects’ scores were again added, and 
they were re-ranked. Ranks assigned ac- 
cording to scores of the writer agreed with 
ranks derived by adding the scores of the 
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judges with a reliability coefficient (rank 
order correlation) of .71. The writer’s 
classifications agreed with those of the 
judges in 83 per cent of the cases. 

The A-S Reaction Study, the Inven- 
tory of Affective Tolerance, and the Atti- 
tude-Interest Analysis Test were scored 
according to directions in the respective 
manuals, and percentile scores were as- 
signed based on norms for college stu- 
dents. In the Picture Frustration Study, 
the ratio of extrapunitive scores to com- 
bined intropunitive and impunitive re- 
sponses was computed. It was believed 
that the intropunitive and impunitive re- 
sponses were both indicative of a some- 
what submissive acceptance of frustration, 
while a preponderance of extra-punitive 
replies would be typical of a more aggres- 
sive type of individual. 

The Sentence Completion Test was 
scored in the following manner. The 
examiner went through the test of each 
subject, assigning a plus to all responses 
believed to be of a dominant or aggressive 
nature and a minus to responses indica- 
tive of a submissive person. The ratio 
of the plus scores to the minus scores 
was computed for each subject. 

Data were analyzed statistically by 
means of the rank difference or Spearman 
Rho method of correlation. The non-di- 
rective score for each subject was cor- 
related with his rank on each of the five 
tests. In addition, the scores of the twelve 
men and thirteen women were correlated 
separately, as it was thought significant 
differences might be elicited. 


RESULTS 


Table 2 reveals the correlation of the 
non-directiveness ranks of the complete 
group with each of the five tests admin- 
istered. 











TasLe 2. Correlations of Non-directiveness 
Rank With Test Ranks 
Correlation 
With Standard 
Test N-D Rank Deviation 
1. Affective Tolerance ....—.11 21 
2. Ascendance-Submission —.15 19 
3. Attitude-Interest ...... +.37 19 
4. Picture-Frustration +.19 19 
5. Sentence Completion ..—.26 19 
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It may be noted that all correlations a1. 
low with such high standard deviation 
that the stability of the coefficients is ques 
tionable. The scores of the twelve me: 
and thirteen ‘women correlated separatel, 
with their ranks on the five tests reveale: 
approximately the same results. 

The means, standard deviations, and 
standard errors of the difference of th: 
means of the totaled non-directive scor 
of the men’s and women’s groups were 
computed, but no significant differences 
were elicited. More variation appeare< 
within each group than was displayed 
between the two groups. We may infer, 
therefore, that there was no essential char- 
acteristic associated with the sex of the 
counselor that would indicate superior or 
inferior ability at the process of giving 
non-directive responses to counselor state- 
ments. 


INTERPRETATION AND DISCUSSION 


It is fairly evident that our original 
hypothesis, that dominance is negatively 
correlated with non-directiveness, has not 
been substantiated. However, neither has 
it been entirely disproved. A survey of 
the data indicates no consistent trend in 
the correlations. Several explanations are 
offered in an attempt to account for this. 

In the first place, the test battery was 
composed of a variety of instruments. Al- 
though an attempt was made to accumu- 
late a number of instruments measuring 
something close to dominance, it is possi- 
ble that the tests selected were not all too 
closely related to this trait. To throw 
more light on this possibility, intercorre- 
lations between the five tests were com- 
puted. 











Taste 3, Intercorrelations of Five Tests of 
Dominance 

Att-Int Af-Tol Pic-F Sen-Com 

SOL eee —.07 +.51 —.37 +.51 

Att-Int ..... +17 —11 +.31 

Af-Tol ..... eee —.A7 95 

i Sree ap —.15 





It would appear from Table 3 that the 
Inventory of Affective Tolerance, the A-S 
Reaction Study, and The Sentence Com- 
pletion Test are, at least in part, measur- 
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ing the same factor, while the Picture 
Frustration Study seems to be indicating 
a factor which is negatively correlated 
with the first. The Attitude-Inter- 
est Analysis Test possibly measures a 
third factor, although it correlates in a 
low positive direction with the first. It 
is evident that either more than one trait, 
or different aspects of one trait are being 
demonstrated, at least as revealed by the 
data on our group of subjects. 

Secondly, the distribution of scores on 
three of the tests was skewed toward the 
top of a normal curve. On the Inventory 
of Affective Tolerance, there was no one 
who displayed extremely low capacity to 
deal with emotional excitements, while 
seventeen individuals demonstrated high 
capacity to stand these affective tensions. 
On the A-S Reaction Study, only one 
subject ranked below the 20th percentile 
(indicative of a very submissive individ- 
ual), while twelve ranked as very domi- 
nant (over the 80th percentile). Seven 


subjects ranked in the lowest 40 percen- 
tiles on the Attitude-Interest Analysis 
Test, while fifteen appeared in the top 


40 percentiles. The question also arises 
as to how good a measure of masculinity 
and femininity this last test is on the level 
of the graduate student. It would appear 
on the surface, at least, that men and 
women psychology students in graduate 
school are apt to think alike on many of 
the items, especially those dealing with in- 
formation, false beliefs, and so on. 

It isa matter for speculation and further 
study as to how the correlations might 
he altered if it were possible to find a 
group familiar with the non-directive tech- 
nique whose scores on these tests would 
approximate a normal curve. 

Thirdly, the question comes up as to 
the validity of tests of the type utilized 
in this study when administered to grad- 
uate students familiar with techniques of 
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test interpretation. To illustrate the point 
—the time limit of the Sentence Comple- 
tion Test was declared to be adequate 
for the group of O.S.S. students with 
whom it was used originally. However, 
the majority of the subjects of this study 
were unable to complete the test in the 
allotted time, some taking as much as twice 
as long to finish. It would appear that, 
although subjects were assured that the 
results would be kept in strict confidence, 
and it was emphasized that they were 
to write the first thought which entered 
their minds, the subjects were blocked 
on many items or were unwilling to record 
things which they believed were too re- 
vealing. However, it was decided not to 
remove this test from the battery, as it 
was felt significant material concerning 
dominant or submissive characteristics 
might be revealed even though there would 
be blocking with regard to emotionally 
toned aspects of the personality. 

Whether sophisticated subjects will also 
block on more objective tests is a matter 
for further study. It would have been 
valuable to have administered all of the 
tests in the presence of the examiner so 
that time and significant behavior could 
have been noted. 

Finally, the small number of subjects 
and the fact that they all came from one 
school may have contributed to the incon- 
clusive results, and there is also a possibil- 
ity that the stimulus material may not 
have been a perfect choice. 
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THE VALIDATION OF MENTAL HYGIENE LITERATURE 


ROBERT TYSON 
Hunter College 


INTRODUCTION 


Mental hygiene needs of colleges, hospi- 
tals, and private practice far exceed avail- 
able personnel, finances, and facilities. In- 
dividual attention and time are the most 
costly ingredients of psychotherapy. To 
spread psychotherapy over a wider area 
four approaches are possible: 1, Increase 
in the number of practitioners. 2, Group 
therapy. 3, Shorter, more active tech- 
nique. 4, Mental hygiene literature.’ The 
last-named approach is already a large 
field of applied psychology. It is attrac- 
tive because of economy in time, materials, 
and personnel. 

Mental hygiene literature is produced 
by authors ranging from inspirational to 
laboratory-bound. It is printed in forms 
extending from leaflets to tomes, and dis- 
tributed by a great variety of public and 
private agencies. Sometimes it is pre- 
scribed. Often it is self-selected and ap- 
plied. Informally, opinions on the litera- 
ture of mental hygiene range from care- 
free confidence to equally unthinking cyni- 
cism. Just how good is it? Reading for 
emotional adjustment is an unvalidated 
process. The purpose of this study is to 
evaluate it from two viewpoints: 1. Pre- 
scribed reading. 2. Self-help reading. 


PRESCRIBED READING 


Bibliotherapy: applications and evalua- 
tions. “Bibliotherapy,” writes Appel‘ PP: 
1130-1132), “is the use of books, articles, 
pamphlets, etc., as adjuvants in psychiatric 
treatment.” According to Appel, biblio- 
therapy may be expected “to contribute 
to development of ‘insight’ into his (the 
subject’s) condition . . . to extravert .. . 
to arouse interest in something outside 
himself . . . to effect a controlled release 
of his unconscious processes . . . Reading 
supplements not only the knowledge and 
experience of the therapist, but it extends 
the period of the therapeutic conference, 

1. In the sense of this study, “mental hygiene 
literature” refers to any reading matter designed 


to maintain, improve, or restore emotional ad- 
justment. 


when the patient cannot be seeing the 
doctor. Its final aim is to aid the patien: 
to live more effectively.” Appel cautions 
“The prescription of reading matter must 
be a highly individualized procedure 

it is to be successful.” He concludes 
“Bibliotherapy, then, we believe, has 

definite place in practical psychiatry. Its 
value has probably been underestimated.” 

Brown: P-29) believes “there is devel- 
oping a realization that many patients 
may be helped by an interest in reading 

. not only by giving the patient some- 
thing to do, but by assigning books which 
in themselves have psychotherapeutic 
value. This field has undoubtedly great 
possibilities.” 

Levine“ ?-197) suggests three uses of 
books for patients: 1, Increase informa- 
tion. 2, Provide contact with reality and 
outside interest. 3, “Occasionally” to in- 
crease self-understanding. 

Commenting on bibliotherapy applied to 
children, Agnes“: PP. 8-15) finds: “Reading 
may be of help in conjunction with other 
forms of therapy or in uncomplicated prob- 
lems. Definite but slight improvement 
was found in all (five) cases.”” Panken”: "? 
71-86) reports: “Bibliotherapy has proved 
to be a useful means of treating many 
juvenile delinquents for whom psychother- 
apy was unavailable.” 

Conservative notes are sounded by two 
writers. Concerning bibliotherapy for psy- 
chiatric patients, Schneck‘®: P-297-228)  he- 
lieves it is “still in the experimental stage. 
decidedly of value in combination with 
other forms of therapy, and further study 
is needed.” Horney“: ®-'7) warns against 
advocating self-analysis by any method 
as an easy procedure, and recommends it 
only in connection with the psychoanalytic 
technique. 

In summary, there is a tendency to grant 
reading a definite place in psychotherapy. 
It may supply information and act as an 
adjunct to psychotherapy of an individual 
nature. It should be prescribed cautiously, 
on the basis of case study. Helpful lists 
of bibliotherapeutic materials are found 
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in Appel pp. 1162-1163), FE] ]jott pp- 395-318), 
Levine ® Pp-107-108), and Thorman: P-32). 


Psychiatric views of bibliotherapy. The 
literature on bibliotherapy consists largely 
of single opinions based on clinical evi- 
dence. To sample group professional re- 
plies to a specific set of pertinent questions, 
the writer obtained responses from eight 
practicing psychiatrists. Psychoanalysts 
were selected because of the probability 
that their estimate of bibliotherapy would 
be conservative. 

The questions, together with a sum- 
mary of replies, are presented here: (Fig- 
ures represent the number of times a reply 
was made). 


1. Have you recommended mental hy- 
giene literature for personal adjust- 
ment ? 

Often : 0 
Occasionally : 3 
Almost never: 5 


What result, if you have recommended 
it? 


Helps very little: 3 
Some value : 5 
Very helpful : 0 


If it helps, how does it help most? 


Reassurance : 7 
Information : 5 


Since there is a shortage of psychia- 
trists, should bibliotherapy help out? 


In certain selected cases: 4 


In what field can reading for mental 
health help? 


Preventive mental hygiene: 
Minor problems of “normals :” 
Adjunct to psychotherapy : 
Aid to general practitioner : 


Do you distinguish between an individ- 
ual requiring deep therapy, who might 
misuse mental hygiene literature, and 
one with minor mental problems who 
might make good use of it? 

Yes: 6 

No:. 2 


Four of the psychiatrists listed books 
which they had recommended to patients. 
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Psychoanalysts are, on the whole, pre- 
occupied with intensive individual therapy 
for serious disturbances. Yet even among 
such practitioners bibliotherapy is recog- 
nized by some as an adjunct to individual 
therapy, at least in “certain selected cases.” 
In these instances the main benefits ex- 
pected appear to be reassurance and, sec- 
ondarily, information. Clearly, the analysts 
responding do not favor mental hygiene 
literature as an approach to severe neuro- 
sis, and indicate by their added remarks 
that they believe it may even add to the 
patient’s “defenses.” 

Noteworthy is the fact that six out of 
eight psychoanalysts make a definite dis- 
tinction between the neurotic who might 
INisuse what he reads about personality, 

“normals” who might make good use 
This opinion should be considered 
by those who urge that mental hygiene 
reading cannot be helpful because neurot- 
ics suffer from “deep anxieties.” Is there 
an unverbalized assumption among some 
psychologists that—only with respect to 
bibliotherapy—all personality problems 
are equally deep and inaccessible ? 

The practitioners concerned agree gen- 
erally that reading for emotional adjust- 
ment has valid application in the great 
preventive field. 


SELF-HELP READING 


Thorne !® pp. 228-229) recognizes popular 
works on mental hygiene as ‘‘a more po- 
tent educational medium than all courses 
in academic psychology.” Such literature, 
he suggests, contains “many important 
truths which deserve scientific objectifica- 
tion and assimilation into the subject mat- 
ter of academic psychology.” He believes 
that “popular psychology appears on the 
verge of emerging from the anecdotal to 
the experimental and statistical stages of 
scientific validation.” 

Informative literature on the effective- 
ness of self-help reading, whether of an 
academic or popular nature, is practically 
non-existent. To test actual experience 
with such reading, anonymous responses 
to four questions were obtained from 124 
female undergraduate students. The ques- 
tions, with a summary of results, follow: 
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1. It seems to me. that reading about 
personal adjustment has helped me 
( Five-point scale) : 
“Helped me a great deal:” 13% 


24% 
32% 
24% 
“Not helped me at all:” 7% 


2. Show the kind of reading that helped 
you most: 


Texts: 57% 
Magazine articles: 28% 
Popular books: 15% 


3. The extent to which I generally worry 
about myself (Five-point scale) : 
“Worry very little” 8% 
22% 
36% 
26% 
“Worry a great deal:” 8% 


4. Show how your reading helped you 
most: 


Information about personality : 55% 
Ideas on how to get along 


better : 25% 
General reassurance, encour- 
agement : 20% 
DISCUSSION 


With reference to the group studied it 
may be suggested that: Reading on a self- 
help basis is apparently helpful as judged 
by self-appraisal. In terms of degree of 
helpfulness, texts lead, but popular litera- 
ture (articles and popular books com- 
bined) has helped 43% of the students 
covered. Chief benefit reported is in- 
formation about personality, although 
ideas on how to get along better and re- 
assurance were noteworthy as well. There 
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is no correlation between reports of degre 
of worry and amount of help obtained. 


CONCLUSIONS 


1. Psychotherapists favor bibliothe: 
apy, with reservations concerning degre 
of maladjustment and method of use. 

2. Self-help reading for emotional ad 
justment appears to be supported bh, 
study of a college sample on a self-ap 
praisal basis. 

3. It is tentatively suggested that bot) 
academic and popular mental hygiene 
literature can be effective. 

4. Further validation of mental hygiene 
literature is needed, with a view to wider 
use of this economical psychotherapeutic 
aid. 
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A NOTE ON RECORDING BLOCK DESIGN PERFORMANCE 
ON THE WECHSLER-BELLEVUE SCALES 


ELI A. RUBINSTEIN 
Catholic University of America 


Of the five Performance subtests on 
the Wechsler-Bellevue Scales, the Block 
Design is not only the best single measure, 
according to Wechsler‘), but it is also 
the test which allows for the greatest 
variation in approach and performance. 
Because of these factors it is particularly 
worthwhile diagnostically to have a com- 
plete record of the method used by the 
subject in reproducing the designs. And 
vet this is usually not obtained because of 
the variability mentioned and because of 
the speed of performance, so that most 
clinicians are satisfied with gross descrip- 
tion rather than the detail needed to give 
the test its full value. 

Both Rapaport™, and Wechsler“), 
discuss the significance of various types 
of approaches and performance. It is not 
the purpose of this paper to consider or 
add to those observations but rather to 
present a simple, efficient method whereby 
the entire performance of the subject can 
be recorded step by step as he proceeds. 
Any significant patterns may thus be ac- 
curately noted and it is hoped, further- 
more, that other patterns as yet unestab- 
lished may have their discovery facilitated 
by this recording device. The author is 
at present collecting data to this end. 

The recording procedure is derived 
simply from the use of numbers to desig- 
nate the various blocks in the designs. 
Thus, in Designs One, Two, Three, and 
Four, the blocks are designated, oriented 
for the observer (where the observer sits 
opposite the subject this means the re- 
verse of the design seen by the latter), 
and reading from left to right, “1” and 
“2” for the upper half, and “3” and “4” 
for the lower half. Blocks on Designs 
Five and Six are designated in the same 
way, left to right on the top row being 
numbered “1,” ‘‘2,” and ‘3,” while the 
middle row becomes “4,” “5,” and “6,” 
and the bottom row becomes “7,” “8,” 
and “9.” Design Seven, Form I, of the 
Seales, in similar manner, is numbered 
“1” through “16.” The examiner thereby 


has each block identified and can, as the 
subject proceeds, put down in a sequence 
of numbers the sequence of blocks as the 
design is assembled. Thus, for Design 
Five, Form I, the sequence might be; 5, 
1, 2, 3, 6, 9, 8, 7, 4, thereby indicating 
that the center red block was set first and 
then the design was systematically built 
up clockwise around this center block. It 
might be noted here that, except for a 
few instances such as the example just 
given where the center red block is unique 
in the design, it is usually not possible 
for the observer to recognize the block 
position until two or three blocks are 
placed. Obviously, the recording cannot 
be started until these initial block posi- 
tions are recognized but there is no diffi- 
culty recording the first two or three 
blocks all at once. 

With this recording principle estab- 
lished it is then possible to indicate addi- 
tionally all errors, changes, and delays by 
auxiliary notations. The general rule is 
that when a block is correctly placed the 
designating number alone is used. Where 
an error is made the designating number 
is followed by this auxiliary notation. 
Thus, where an incorrect blockface is 
used “R” indicates the red face, ‘“‘W” in- 
dicates the white face, and “R/W” may 
be used for the red/white face. How- 
ever, where the red/white face is used it 
is worthwhile to note the orientation of 
the two colors on the blockface. This 
may be done by the combination of a 
slant-bar to indicate the direction of the 
diagonal and a dot to indicate the position 
of the red half. Thus, combining dot 
and slant-bar, the four possible orienta- 
tions are: “7° “7-7 ON” *\” to 


correspond to the blockfaces ; 


Since the majority of the errors are in- 


correct orientations of this red/white 
blockface this latter notation is the one 
most often used. In some designs, nota- 
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bly Design Six, Form I, orientation is 
sometimes difficult for the observer and 
it is helpful at first to use the above nota- 
tion for all settings, correct or incorrect, 
rather than attempt during the perform- 
ance to recognize correct settings and use 
designating numbers alone for these. 

Other useful notations are; an encir- 
cling mark around the designating num- 
ber to indicate that the particular block 
was removed from the design; a dash, 
“__.” between designating numbers to 
indicate a marked delay before placing 
the next block ; and an “&’’ between desig- 
nating numbers to indicate that both 
blocks were placed simultaneously in the 
design. These seem the most significant 
notations to make but others may be de- 
vised and used as desired. 

In those few instances where even the 
spatial relation of the blocks is anomalous 
it is of course not possible to use this 
method. However, in those cases the 
performance is usually so slow that a 
sketch can be made reproducing the block 
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arrangement. Except for this unusu 
production a graphic record of the con 
plete performance, no matter how long | 
complex, is obtained by a combination . 
the designating numbers and the fe, 
simple, additional notation marks. 


SUMMARY 


A method of recording performance 
on the Block Design subtest of the Wec! 
sler-Bellevue Scales has been presente: 
which, because of its brevity, simplicity, 
and systematics, lends itself well to analy- 
sis and comparison of performance, bot): 
inter-individual and intra-individual. |: 
is suggested that this may lead to the dis- 
covery of diagnostically significant pa‘ 
terns. 
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A NOTE ON APPRAISING COUNSELORS-IN-TRAINING 


ROBERT M. BEAR 


and 


HENRY S. ODBERT 


Dartmouth College 


It is accepted practice to record coun- 
seling interviews of trainees or to listen 
to them through pick-up systems in order 
to detect and correct faculty procedure. 
Valuable as this type of supervisory help 
can be, it leaves out of account the opin- 
ions of the persons being counseled. To 
the extent that these are, in part, products 
of the counseling situation, knowledge 
about them is useful in making complete 
appraisal. 

This knowledge may provide a timely 
antidote against overestimation of his 
services by the counselor. Again it may 
help him determine what the counseling 
relationship meant to the counselee— 
whether it was chiefly supportive, an op- 
portunity for expression of feelings diffi- 
cult to accept, or a situation in which he 
could work through his problems or re- 
ceive help on specific difficulties. The 


counselor’s own insight may thus be im 
proved. 

For the supervisor of counselor train- 
ing, a systematic check of counselee 
opinion may help reveal weaknesses o/ 
the program and suggest needed improve- 
ments. Furthermore, this method of 
appraisal is universally available even 
though the use of microphones or record- 
ing apparatus so valuable during the 
counseling process may not be feasible. 
This note illustrates two ways of checking 
counselee opinion. 

Since 1936, the senior author has con- 


ducted groups for the improvement of 


reading and study methods. After the 
first six periods during which basic read- 
ing and study methods have been inven- 
toried and discussed, individual confer- 
ences have been scheduled to apply the 
information by then available to each 
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student’s needs. Further conferences or 
individual help might follow, depending 
upon need and time available. 

Beginning with 1946, juniors and sen- 
iors in the course in Clinical Psychology 
have received training for counseling and 
have gained experience by conducting 
these conferences with freshmen in the 
reading-study groups. The usefulness of 
older students in such study methods 
counseling has been well demonstrated, 
and it in turn provides them with desirable 
experience. 

Because of the values stated above, 
systematic checks have been made of the 
counselees’ reactions in two ways. At 
the final period of a reading-study group, 
each freshman is asked to help us improve 
future work by giving frank answers to 
questions on an unsigned one-page ques- 
tionnaire. Sufficient written work of each 
man is available so that identification of 
papers is not difficult. Included in the 
questionnaire are three questions about 
the conferences : 


How helpful do you feel the confer- 
ence part of the work is? (Circle your 
view.) Quite helpful; helpful; un- 
decided ; not helpful ; a waste of time. 
If you feel the conferences were help- 
ful, indicate the particular ways they 
seemed good, or any particular idea 
or thing done which was useful. (By 
knowing what was useful to you, we 
can be sure to emphasize such things 
in the future. ) 

Any ideas on the ways the conferences 
could be made more helpful would be 
gratefully received. 


For a typical group of freshmen, an- 
swers to the first question range from 
“quite helpful’ to a “waste of time,” 
with 80% declaring the conferences help- 
ful. Their explanations of why the con- 
ferences are helpful, while often stressing 
specific aids, such as, “what to expect on 
exams,” are also stated in terms of satis- 
faction of general needs of the counselee. 
Examples are: “orientation of a fellow 
student on manner of study,” “attitudes 
toward subjects,” “built up my _ self- 
confidence and morale,” “receive a general 
over all picture of the world ahead and 
how to approach it,’ “give a feeling of 
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confidence—spurred goals on.” Replies 
as a whole to the third question may be 
uninspiring, but some suggestions always 
crop up for improving the work of the 
conferences. 

The other method of checking counselee 
reaction is through personal interview. 
For this purpose, majors in psychology 
have done the interviewing as part of the 
problem constituting a thesis”. This 
provides a setting and an interviewer 
calculated to secure maximum cooperation 
from the counselee. After the interviewer 
has explained the purpose to the freshman 
and established as good a relationship as 
possible, he obtains his answers to a set 
of carefully formulated questions, among 
which are the following: 


1. Did the conference live up to your 
expectations ? 

2. Was the interviewing 
Why? Or why not? : 
Do you feel the upper classman 
handled your problems adequately ? 
What do you think were the upper 
classman’s chief errors? 


beneficial ? 


The answers to these questions may 
depend, of course, as much upon the in- 
sight of the counselee as upon the efforts 
of the counselor. The fourth question 
may be especially difficult, but any answer 
other than that there were no errors, will 
be quite helpful in evaluation. For ex- 
ample, one counselee replies “not being 
friendly enough” although he has previ- 
ously said the conferences were beneficial 
and that he has been helped with specific 
courses. And a foreign student who ad- 
mitted being helped, says of his coun- 
selor’s errors, “he didn’t reach enough 
for problems.” (The counselor was try- 
ing to be non-directive.) A counselor 
who was completely rejected emotionally 
is intellectually charged with conducting 
conferences in which “everything was 
very vague.” 

Actually we carry the checking of 
judgments one step farther by having the 
same interviewer ask these and other 
questions of the counselors to learn how 
the latter appraise their own experience. 
Even though the results come back to the 
supervisor without identifying names, we 
feel that both he and the counselors profit 
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through the attempted analysis. And the 
cross checking made possible with the 
answers of the counselees on questions 
that are identical reveals comparisons 
fruitful for class discussion. There would 
be enquiry why, for example, only 59% 
of the counselors in one class saw any 
indication that the counselee had bene- 
fited, whereas 78% of these same coun- 
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selees reported that the conferences wer 
beneficial. 
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Clinical psychologists are so well aware 
of the place they have won in mental 
hospitals that it may be a source of either 
surprise or scorn to learn that some men- 
tal hospitals are still unprovided with such 
service. Psychiatrists all have some 
knowledge of psychology and most of 
them learn to administer a few definite 
tests, hence some organizations are slow 
to sense what a great improvement is 
brought about when a man with sound 
clinical training applies exact technique 
to many diagnostic problems in hospital 
patients. This appreciation has gradually 
spread with the growth of sound clinical 
psychology. 

The history of the Lllinois State Hos- 
pitals illustrates this point. The late 
Charles F. Read, superintendent of the 
Elgin State Hospital, built up a Depart- 
ment of Psychology in his organization 
and convinced one after another of his 
colleagues of the importance of that work ; 
finally the State created one or more 
positions for clinical psychologists in all 
its mental institutions and arranged that 
every new appointee should go to Elgin 
for indoctrination. Of course the system 
works well. Patients are better under- 
stood and the hospital physicians would 
be aghast if anyone now should propose 
abolishing the psychological service. 

No propaganda is needed except that 
where a hospital lacks such service one 
may well point out to its director or 
governing board that other mental hos- 
pitals not far away think very highly of 
psychological service. The point some- 
times needs be made that while a psycho- 


metrician is useful, particularly in simpler 
problems of | outpatient departments, 
something much better is now available 
for outpatients and inpatients too, and 
a position should be set up for a candidate 


with broad training. Ss. W. H 


y 


Urgently needed in the fields of ab- 
normal psychology and mental hygiene 
are genuinely new textbooks which are 
more than expurgated editions of psychi- 
atric texts. Historically, the mental hy- 
giene movement in the United States up 
to 1945 was largely dominated by medi- 
cally trained psychiatrists and oriented in 
the direction of trying to prevent mental 
disorder by the child guidance movement. 
The major emphasis has been placed upon 
problems relating to mental disorder or 
defect and with only incidental attention 
to the psychopathology of everyday life 
and the problems of “normal” people. 
Under leadership provided by the medi- 
cally dominated National Committee for 
Mental Hygiene, the Psychiatric Founda- 
tion and, more recently, the National 
Foundation for Mental Health, the central 
theme has been the prevention and better 
treatment of disease. One major result 
of this trend has been a great shying- 
away of the American public from the 
mental hygiene movement which has 
failed to gain the popular support achieved 
by other public health movements and 
probably because of the morbid connota- 
tions of the subject in the mind of the 
average layman who is very sensitive and 
apt to be repelled by any mention of men- 
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tal disease. An exception to this trend 
has been the orthopsychiatric movement 
which has succeeded in adopting a much 
more hopeful and less sinister approach 
to problems of child training. Even on 
advanced college levels, we have fre- 
quently wondered whether the predom- 
inantly psychiatric orientation of the 
average course in mental hygiene or ab- 
normal psychology is a healthful influence 
on the developing personality which may 
not have the perspective and emotional 
stability to deal with such topics as homo- 
sexuality or the psychoses. 

In our opinion, the field of clinical psy- 
chology is in a position to make a very 
great contribution by evolving a new 
approach to mental health and the psycho- 


_ pathology of everyday life based on sci- 


entific psychology and particularly the 
psychology of learning. This new ap- 
proach should be oriented toward the 
large majority of the population which is 
never going to be an inmate of mental 
institutions of any kind, and which is 
only secondarily interested in mental 
disease per se. For these purposes it will 
not be necessary to acquaint the student 
with all the ramifications of psychoan- 
alytic theory or to confuse him with 
medical-psychiatric theories of the nature 
of mental disease except in broad general 
terms. 

Instead, the newer viewpoint will deal 
in great detail with a broad sampling of 
problems in all of the areas in which mal- 
adjustments are prone to develop. The 
newer textbooks will be written on graded 
levels of complexity, ranging from gram- 
mar school to the graduate school, and 
with appropriate discussions of the types 
of problems most commonly encountered 
by each age group. The material will be 
richly illustrated with actual case reports 
for the purpose of stimulating discussion 
concerning the prevention and alleviation 
of each type of behavior deviation. Mental 
hygiene and abnormal psychology will 
thus become practical tool subjects with 
actual practical relevance to the everyday 
problems of each person in the population. 
Thus will be broken the unhappy associa- 
tion of mental hygiene with mental dis- 
ease, and of abnormal psychology with 
morbidity. College students will stop 








perplexing themselves concerning the 
methods of* how to avoid developing 
schizophrenia and will be freed of the 
illusion that child guidance has anything 
to do with the prevention of mental dis- 
ease. In our opinion, the hope -for 
clinical psychology is that it will divorce 
itself from psychiatric tradition (except 
where it is concerned with problems of 
mental disease) and boldly strike out on 
its original studies of all the myriad 


aspects of human living. rcrt 


vy 


Disturbing reports are coming in from 
several sections of the United States re- 
lating to the attempts of some undergrad- 
uate psychology departments to give ad- 
vanced courses in the field of clinical psy- 
chology to college juniors and seniors. 
In one instance, a three point semester 
course in Rorschach Methods is being 
given by an instructor who is not known 
to have had recent training either in the 
field of clinical psychology or in Ror- 
schach technique. The initial session of 
the class was given over to the Rorschach 
examination of one of the students with 
the test 1esults being interpreted openly 
to the class group. Although the in- 
structor himself appears to have no 
doubts concerning the ethical or mental 
hygiene aspects of such a_ procedure, 
some of the more mature members of the 
class are aware of its dangers and are 
openly critical of such methods of in- 
struction. The profession as a_ whole 
should quickly accept the responsibility 
for controlling the curriculum in the field 
of clinical psychology which is to be of- 
fered by recognized educational institu- 
tions. The dangers inherent in turning 
out large numbers of “psychologically- 
trained” personnel who will consider 
themselves competent to administer tests 
they have studied seem too apparent to 
belabor here. Suffice it to state that we 
do not know of any comparable situation 
in the medical field where courses in ad- 
vanced diagnostic and treatment methods 
are offered to unqualified laymen. 

Similar comments apply to the large 
number of brief courses or “institutes”’ 
which have mushroomed up in many 
parts of the country and which purport 
to offer intensive training in Rorschach 
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methods, projective techniques, group 
therapy, psychodrama, brief psychother- 
apy, Coueism and many other special ap- 
proaches. Entrance requirements for 
many of these special courses are fre- 
quently nonexistent, and course require- 
ments are usually very informal to say 
the least. One of the more common in- 
ducements offered by the proprietors of 
such institutes is to advertise the presence 
of some well-known consultant who will 
be available for two or three days to dis- 
cuss the method individually with en- 
rollees. These brief courses or institutes 
are not offered under the auspices of 
recognized university psychology depart- 
ments but are usually sponsored either by 
second-rate institutions anxious to get 
publicity, or by the proprietors themselves 
who hire a hall and insert advertisements 
in daily papers or professional journals. 
It appears to us that the APA has an ob- 
ligation to police the field for the good of 


all concerned. F.C.T. 


7 


Editorial policies in the various scien- 
tific fields show wide variations. Scien- 
tific publications in physics, chemistry 
and the biological sciences show a con- 
sistent trend toward limiting the length 
of manuscripts rigorously. Many im- 
portant contributions in these fields are 
reported in papers from one to three 
pages long. Only rarely are papers longer 
than four printed pages published in the 
Journal of the American Medical Asso- 
ciation. Some of the medical specialty 
journals publish longer papers but even 
these are rigidly edited in the interests of 
brevity. These policies have proven nec- 
essary in all fields because of the tremen- 
dous demands for publication and the 
limited space available. Even where 
journals are subsidized by scientific or- 
ganizations, the rising costs of printing 
dictate brevity wherever possible. 

In contrast with publications in other 
. fields, all the psychological journals have 
long shown a relatively high average 
length of papers published. It has been 
considered necessary and desirable to in- 
clude detailed presentations of the litera- 
ture, methods, results, discussions and 
summary with elaborate tables, graphs 
and illustrative materials. Perhaps these 
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lengthy presentations were necessary 
the early days of psychological scien 
when research methods were less wide! 
known and it was thought necessary | 
include every detail of statistical calcul 
tion so that others could check the resul: 
Even though methodological problems a: 
admittedly more complex in the psych 
logical sciences, there would appear to | 
little genuine need for the journalist 
excess perpetrated by many psychologic: | 
writers. We have sometimes suspecte | 
that the weaker the paper, the greater t! 
need for extensive statistical and theoret 
cal presentations and verbose style. | 
the interests of economy, material may |) 
presented in written, tabular or graph: 
form but not in all three. This Journ! 
has adopted the policy of charging au 
thors with all printing costs above a basic 
allowance of $50.00 which should be sufii- 
cient to print a well planned paper. Pros 
pective authors would save all concerned 
much trouble if they would strive to con- 
dense rather than amplify their contribu- 


tions, F.C.T. 


5 


In our opinion, American psycholog) 
has frequently revealed attitudes of sci- 
entific isolationism both in the actions o{ 
individual members and of official groups. 
In contrast with neighboring disciplines 
(such as the basic sciences in medicine ) 
which have learned to work with the clos- 
est interrelations and cooperation, many 
psychologists have been trained and have 
worked in relatively complete isolation 
from related sciences. This trend has 
gone so far that in some university de- 
partments and in many local situations, 
there are attitudes of open suspicion and 
isolationism among persons who purport 
to be scientists. One example of isola- 
tionist tendencies is the widespread cus- 
tom in many university departments to 
have courses in borderline subjects taught 
by psychologists rather than by members 
of the borderline discipline, thus “physio- 
logical” psychology is taught by some 
psychologist rather than by a physiolo- 
gist. Many psychologists have attempted 
to gain knowledge of borderline subjects 
through reading rather than by actual 
participation, e.g., the “abnormal” field 
where countless courses are taught by 














psychologists whose actual practical ex- 
perience with their subject matter is more 
theoretical than pragmatic. In general, 
there has been some tendency among psy- 
chologists to suspect or look askance at 
colleagues who secure medical training 
or other specialized training. These com- 
ments are not intended to imply that psy- 
chologists are the only scientists showing 
isolationism but simply to emphasize that 
such attitudes are inconsistent in those 
who profess objectivity. 
In contrast with the isolationist atti- 
tudes discussed above are powerful 
movements tending to work for greater 
cooperation and integration of all  sci- 
entific specialties. Particularly in mod- 
ern medicine are there active trends 
toward inter-group coordination. Of 
particular interest to clinical psycholo- 
gists are the activities of the Group for 
the Advancement of Psychiatry (whose 
bulletins should be read by clinical psy- 
chologists), and the thinking of medical 
specialists such as Kubie’ who has re- 
‘cently discussed medical responsibility for 
training in clinical psychology. Many 
psychologists will resist some of the im- 
plications of closer interprofessional rela- 
tions but the trend appears to be an in- 
evitable evolutionary development. 
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By cooperation with the Jos1an Macy, 
Jr. FouNDATION, we are distributing with 
this issue copies of the monograph Train- 
ing in Clinical Psychology which reports 
the transactions of the conference held in 
March 1947 and attended by a represen- 
tative group of psychologists, psychia- 
trists and social workers to discuss the 
functions of clinical psychologists and 
problems related to their training. Because 
of the importance of the ideas contributed 
in this conference under the auspices of 
the Macy Foundation, it seems important 
to secure the widest possible dissemination 
among clinical psychologists on all levels. 
Any subscriber who fails to receive his 
copy is invited to notify our office imme- 
diately and a replacement copy will be 
sent. 

1. Kupre, L. S. Medical responsibility for 


training in clinical psychology. J. Assoc. Amer. 
Med. Coll., 23, 1948, 100-107. 
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Attention is also called to the Harvard 
report on “The place of psychology in an 
ideal university.”* With the whole field 
of psychology evolving so rapidly in a 
period of great stress and travail, all psy- 
chologists will need to keep abreast of the 
latest trends in thinking about organiza- 
tional and training matters. F.CT. 
5 A 


Confronted by the conflicting trends of 
a rapidly increasing demand for publica- 
tion facilities and an inflationary spiral of 
printing costs, the decision has been made 
to increase subscription rates to the Jour- 
nal of Clinical Psychology. The stimulus 
which precipitated this action was the an- 
nouncement by our printers of another 
round of wage increases. Up to this time, 
this JouRNAL has absorbed yearly in- 
creases of printing costs without increas- 
ing subscription rates but the time has 
now come when we cannot continue to im- 
prove the quality of our publications with- 


out sharing increased costs. The new 
subscription rates will be: 
PN THN oe we $6.50 
CNRS 6 hiew os wlee edad 7.00 
i EE pr apaoe Na 7.50 
APA members ......... 4.00 
EOP ere 4.00 





In return for this price increase, sub- 
scribers will get an enlarged and better 
Journal. Beginning with this issue, the 
Journal will be enlarged both in num- 
ber of pages and in quantity of printed 
material since a smaller type size is being 
used. It is planned to include at least one 
longer paper or monograph in each issue. 
Future plans call for the change from a 
quarterly to a bimonthly journal at the 
earliest possible moment when either in- 
creased circulation or decreased printing 
costs make such a step financially sound. 

This price increase brings the sub- 
scription rate more in line with existing 
rates of comparable publications in the 
fields of psychology and psychiatry. A 
survey of subscription rates in these 
fields indicates that the cost of such pub- 
lications averages from $7.00 to $8.00. 

1. Grecc, ALAN, et al. The place of psychol- 
ogy in an ideal university. Cambridge: Harv- 
ard University Press, 1947, pp. 42, $1.50. 
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We are therefore only bringing this Jour- 
NAL in line with standard rates. Con- 
tinuing established practice, there will be 
a substantial reduction to members of the 
American Psychological Association and 
to students who will pay only $4.00. We 





BOOK REVIEWS 


genuinely regret the necessity for takin 
this action and can only reassure our sul) 
scribers that every effort will be made 
continue in the endeavor to make this th 
leading publication in its field. 

F.C.T. 
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Krnsey, A. C., Pomeroy, W. B. and 
Martin, C. E. Sexual behavior in the 
human male. Philadelphia: W. B. 
Saunders, 1948, pp. 804. $6.50. 


This epochal volume consists of the first 
preliminary report of the surveys on hu- 
man sexuality made by members of the 
staff of Indiana University with the sup- 
port of the National Research Council. 
Utilizing adequate statistical sampling 
methods, this study reports data gathered 
by the interview method from 5300 males 
of all social, economic and age levels. 
Four introductory chapters present de- 
tailed discussions of the historical back- 


ground, interviewing methods, statistical 


problems, and validity of the present 
studies. Nine chapters are concerned 
with the nature of the sexual outlet, and 
the concluding ten chapters deal with 
sources of sexual outlet. The data are 
extensively presented in 173 charts and 
159 tables, including 57 pages of clinical 
tables which provide statistical recapitula- 
tions of the main findings of the study. 
To a remarkable degree, the authors have 
succeeded in integrating the viewpoints of 
biology, medicine, psychology, psychia- 
try and sociology in evaluating the data. 
Unquestionably, this is the most complete 
objective study of sexuality which has 
ever been accomplished, particularly the 
magnitude of when the projected study of 
100,000 cases is considered. 

It is not possible in a brief review of 
this type to give any comprehensive dis- 
cussion of the many significant findings 
of this study. Having personally ob- 
served Dr. Kinsey conducting an inter- 
view, this reviewer is convinced that he 
is a master interviewer and that his data 
are as valid and reliable as can be ob- 


tained by this method. Many of his 
findings tend to corroborate the Freudian 
theory of sexuality, and will doubtless be 
greeted by the same chorus of  biassed 
condemnation from those elements in the 
population who have been disturbed }, 
any frank presentation of scientific facts 
concerning sexuality. Our only reserva 
tions concern the wisdom of premature], 
and widely advertising such books to the 
general public. Few laymen have the sci- 
entific perspective or the emotional health 
to assimilate information of this type ex- 
cept when skillfully interpreted by com- 
petent leaders. Considerable harm might 
result from the widespread dissemination 
of such information among immature 
personalities who might react by develop- 
ing unhealthy personality reactions. 


Suerir, M. and Cantrit, H. The psy- 
chology of ego-involvements. New 
York: Wiley, 1947, pp. 527. 

This book fills a long felt need for an 

authoritative text which would summar- 

ize the contributions of modern experi- 
mental psychology in the area of ego de- 
velopment. Clinical workers in the psy- 
chological sciences have long been aware 
of the importance of ego-involvements 
and have been dissatisfied with the psy- 
choanalytic interpretations which to date 
had presented the only comprehensive 
discussions. The authors approach the 
subject from the viewpoint of social psy- 
chology. Attitudes, derived genetically 
from social situations, are regarded as the 
main constituents of Ego. Hundreds of 


research reports are cited to demonstrate 
that all known facts concerning ego-in- 
volvements may be explained in sociologi- 
cal and psychological settings. 


Many 
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psychoanalytic formulations are rejected 
as being inconsistent with research find- 
ings. Clinical psychologists will be inter- 
ested in the discussions of the nature of 
ego breakdowns. This important book is 
a timely contribution to a major division 
of psychopathology. 


Morean, J. J. B. and Lovett, G. D. The 
psychology of abnormal people. 3rd 
Ed. New York: Longmans, Green, 
1948, pp. 688. $4.50. 

Little need be said concerning the value 
of this classic text in abnormal psychol- 
ogy. Long known for its comprehensive 
coverage and scientific treatment of all 
subjects even remotely related to the sub- 
ject, this third edition reaches a new high 
in its adequacy both for graduate and ad- 
vanced: undergraduate courses. 


Axune, V. M. Play therapy. Boston: 
Houghton- Mifflin, 1947, pp. 379. $3.50. 


The author is a member of the staff of 
the Counseling Center of the University 
of Chicago and a student of Dr. C. R. 
Rogers who encouraged her to further 
explore the possibilities of nondirective 
technique in play therapy. Roughly one 
half of the book is concerned with the 
description, theoretical background and 
implications of nondirective play therapy, 
while the latter half consists of annotated 
therapy records. The theoretical discus- 
sions are in the orthodox nondirective 
tradition which in many respects is not 
unlike the best traditions of play therapy 
as developed elsewhere. Perhaps the 
most important contribution of the book 
consists in the verbatim reports of what 
goes on in this type of play therapy. An 
extremely fine job of organization, print- 
ing, illustration and binding has been ac- 
complished with this book. It should be- 
come a standard text in the field. 


Strauss, A. A. and Lentinen, L. E. 
Psychopathology and education of the 
brain-injured child. New York: Grune 
and Stratton, 1947, pp. 206. $5.00. 


This important book reports the work of 
the psychological staff, of which the au- 
thors were members for ten years, of the 
Wayne County Training School for men- 
tally defective children. The research 
program at this institution has long been 
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recognized as carrying world leadership 
in this field. Part one consists of eight 
chapters dealing with the psychopathol- 
ogy of brain-injured children and includ- 
ing discussions of anatomy, pathology, 
psychopathology, testing and diagnosis. 
Emphasis is placed on the differentiation 
between exogenous and endogenous pat- 
terns of disorder. Part 2 consists of 
four chapters relating to their education 
with specific reference to the teaching of 
reading, writing and arithmetic. It may 
be recommended as the most authoritative 
text known to us in its field. 


Stavson, S. R. 
therapy. New 
Universities 
$5.00. 

This book consists of thirteen original 
papers by a representative group of lead- 
ers in this field. Slavson has written an 
introductory chapter on general principles 
and dynamics. Five chapters deal with 
activity group therapy and seven chapters 
with discussion group therapy. This book 
provides a reliable source of information 
concerning methods which are rapidly as- 
suming greater importance. 


Katz, D. Psychological atlas. 
York: Philosophical Library, 
pp. 142. $5.00. 

This is a collection of 396 illustrations 
which have been gathered to provide 
graphic material to illuminate popular 
lectures in psychology. Many of the pic- 
tures are well known in the American lit- 
erature but the majority have never been 
seen before by this reviewer. 


Burton, A. and Harris, R. E. Case 
histories in clinical and abnormal psy- 
chology. New York: Harper, 1947, 
pp. 680. $4.00. 

Forty-five prominent American psycholo- 
gists and psychiatrists have contributed 
well chosen illustrative case histories in 
all of the standard categories of mental 
disorder, mental deficiency, conduct dis- 
orders and emotional problems of chil- 
dren, special disabilities and personnel 
counseling. All of the cases are presented 
in sufficient detail and with comprehen- 
sive annotations so as to provide excellent 
teaching material for graduate and under- 
graduate courses. 


The practice of group 
York: International 
Press, 271. 


1948, pp. 


New 


1948, 
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_ Cameron, N. The psychology of be- 
havior disorders. Boston: Houghton- 
Mifflin, 1947, pp. 622. $5.00. 


Dr. Cameron is professor of psychology 
at the University of Wisconsin with 
training both in the fields of clinical psy- 
chology and psychiatry. He is known for 
his investigations in psychopathology, and 
this is the field of the present volume. Be- 
havior pathology is approached from the 
study of the operations of human organ- 
isms in a social field. Traditional psycho- 
somatic dualism is abandoned ; behavior- 
ism rejected as atomistic and~ synthetic ; 
psychobiology is modified by dispensing 
with consciousness and the mental-non- 
mental distinction. Major emphasis is 
placed on communication, learning, role- 
taking and socially derived self-reactions 
in the aetiology of behavior disorders. 
From these holistic and biosocial view- 
points, all the standard patterns of per- 
sonality reaction are analyzed and rein- 
terpreted with the result that this book 
constitutes the first systematic system of 
behavior pathology based on modern sci- 
entific psychology and field theory. Books 
such as this promise to revolutionize the 
field of abnormal psychology. 


Hocu, P. H. and Knicut, R. P. Epi- 
lepsy. Psychiatric Aspects of Convul- 
sive Disorders. New York: Grune 
and Stratton, 1947, pp. 214. $4.00. 


This book consists of the proceedings of 
the 1946 annual meeting of the Ameri- 
can Psychopathological Association. Fif- 
teen recognized authorities in the field of 


convulsive disorders contribute papers © 
important topics such as the personali: ; 
of the epileptic, differential diagnosis, 
diagnostic testing and electroencephaloy- 
raphy in epilepsy. The orientation «{ 
the book is thoroughly scientific. There 
has long been a great need for a short 
reference work of this type. 


OveRHOLSER, W. and RicuMonp, W. \. 
Handbook of psychiatry. Philadelphia : 
Lippincott, 1947, pp. 252. $4.00. 

Dr. Overholser is superintendent of St. 
Elizabeth’s Hospital in Washington and 
one of our more prominent psychiatrists. 
He has written a competent but not in- 
spired handbook of psychiatry for laymen 
from the viewpoint of conservative eclec- 
ticism. Such a book would be adequate 
for introductory courses for undergradu- 
ates or nurses in training. 


Bonp, E. D. Dr. Kirkbride and his men- 
tal hospital, Philadelphia: Lippincott, 
1947, pp. 162. 


This is an able biography of Dr. Thomas 
S. Kirkbride, one of the leading psychia- 
trists of the middle 19th century, who 
was first superintendent of the Philadel- 
phia Hospital for the insane. The story 
is of interest in the history of American 
psychiatry not only because it records a 
great humanitarian struggle against the 
ignorance and indifference of the public 
to mental disorder, but also because it 
shows that the basic essentials of modern 
care were known and practiced over one 
hundred years ago to a degree which ts 
not always approximated even now. 








